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Local Anczesthesia 
in Surgical Practice. 


UTERINE PROLAPSE 
THIRD DEGREE WITH LARGE VESICOCELE 


(Typical Case.) 


Operation: Watkins interposition ; Perineorrhaphy. 
Mrs, E, D, F., aged fifty-three. 


Anesthesia: Classical infiltration block using 45 c.c. of a.0.5 of I per cent 
Novocain-adrenalin solution in perineum. A circumferential block about the 
cervix was made, using 30 c.c. of the same solution. The round ligaments were 
blocked as Soon as they appeared, 4 c.c. of Novocain-adrenalin solufion being 
used in each case. The classical Watkins operation was performed. The 
perineum was then repaired by the split septum method. Anesthesia was ideal. 
Patient’s pulse was 80 at end of operation, and she had no post-operative nausea, 
vomiting or gas pains, and made an uneventful recovery, 


Extract from ‘‘Practical Local Anzsthesia.’’ (Farr). 


(Full technique of this and one hundred other operations under Local Anesthesia 
will be found in the above work, published by Henry Kimpton, 263, High Holborn, 
London, W.C.1) 





Ample supplies of Novocain are available for the use of surgeons at all 
| the chief hospitals. Specify ‘‘ Novocain”’ for your next operation. 
} ° 





Novocain does not contain cocaine and does not come under the Dangerous Drugs Act, 


Literature on request. 


THE SAFEST LOCAL ANAESTHETIC. 
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The Original Preparation 
English Trade Mark No. 276,477 (1905). 


The Saeccharin Corporation Ltd., 72 Oxford St., LONDON, W.1 


Telegrams : “ Sacarino, Westcent, London,” Telephone ; Museum 8096. 


Australian Agents—J. L. Brown & Co., 501 Little Collins Street, Melbourne. 
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Conditions of Life and Reproduction. 


By Pror, HANs GuGGISBERG, University of Berne. 


A HUMAN being travels during the time of his development from his 
initial to his final stage by a long and complicated path. Origin- 
ated in the germ-plasma of parents and ancestors, the ovum grows 
during embryonic development in the womb. In the ovary of the 
newborn the ovum is already found, and it slumbers inactively 
through many years until the time of ovulation and fertilization. 
Now begins a stage of immense development within the natural 
environment of the womb. The birth, i.e. the separation of mother 
and child, causes a striking change in environment. The child 
passes from its protecting and nourishing abode into the outer 
world. The connexion with the mother still remains for a short 
time. Very soon the developing human being becomes biologically 
independent, in order to complete his course according to pre- 
scribed natural conditions and laws. Only the germ-plasma begins 
its circuit anew. 

This long path has two periods. The first has its ties to 
ancestors and parents. It is a long and complicated way. Many 
of its processes are difficult to understand ; the very investigation is 
difficult. It terminates in birth. The science of midwifery occupies 
itself with this whole period, not only with its end. It finds its 
task in applying advantageously all the knowledge which we obtain 
from the science of dev elopment and reproduction. By this, we 
aim at protecting the human being from danger during the develop- 
ment of the germ-plasma till after birth, Particularly in this period 
the foundation is laid for the constitution and characteristics of the 
individual. From this can be understood the vast importance of 
our branch of medical practice for the benefit of humanity, 


*Papers I to XI read before the Eighth Congress of Obstetrics and 
Gynecology, Glasgow, April 22—24, 1931 
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The second period begins after birth.. Its course is simpler, 
more uniform. The environmental factors are various, but 
apparently easier to determine and explain. The nature and 
behaviour of any living being depends on two things: the 
effects of inheritance and the influence of environment. Inheri- 
tance is of overwhelming importance in its specific quality 
and directive power. Already in the germ are found the 
material units determining the specific development of the future 
individual. Research has succeeded in finding some general 
laws of inheritance and the means by which potentialities are 
formed anew. On these facts is based the science of eugenics, 
the object of which is to strengthen the potentialities of develop- 
ment in bodily and spiritual directions. The single individual 
plays a réle in so far as care is taken to protect the inheritance from 
damage by chemical poisons and physical influences. An 
arbitrary mastery over the potentialities of inheritance is quite 
impossible. On the other hand, racial hygiene has the duty of 
altering classes of the population by regulating human selection. 
Reproduction of the fittest and limitation of the inferior are the 
objects. Great and beautiful as these objects are, their practical 
achievement up till now has been very small. The post-war epoch 
has caused great harm in this respect. 


The role which the influence of environment exerls over the 
individual member of the community. 

This has been a subject of discussion from the earliest ages. 
Since the beginning of logical and critical thinking man has been 
asking what influence the conditions under which he lives have on 
his bodily welfare. Science occupied itself very early with this 
question. It received, in the course of time, according to the 
current views, different answers. Particularly, modern science has 
shown that apart from the predetermined constitution of the special 
organization of the individual, which rests chiefly on inheritance, 
environment plays an important réle. It is not only the crude 
disturbances in business, occupation and life’s enjoyments which 
are liable to harm human beings, The influences are many more. 
Air, light, sun, and mode of nourishment are factors which are of 
the greatest importance in the building up of structure, of growth, 
and the resistance of the individual. t 


The investigation of the influences affecting the unborn human 
being. 

This has remained essentially in the background. The life 
conditions of the foetus are, in comparison with the post-foetal 
person, so radically different that one does not consider the 
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influence of environment to be important. ‘The foetus is mechanic- 
ally protected, freely movable in a liquid medium; the source 
of nourishment is the mother’s blood; the placenta serves as a 
connecting link between mother and child, providing the foetus 
with its metabolic requirements. Ingeniously it disintegrates the 
materials which it receives from the maternal blood; it transforms 
them in order to assimilate them for the foetus. The intimate 
connexion between mother and child involves certain dangers in 
spite of a certain independence of the foetus. If the mother is ill or 
unsuited to the structural and functional changes caused by preg- 
nancy, then she acts as an unfavourable environment. Harm to 
the ovum is the consequence. We know of the transmission of 
bacteria and toxins: we know that hazards of all kinds—trauma, 
changes of metabolism, and systemic diseases--are able to cause 
illness in the foetus, or to-destroy it. How far the general life 
conditions, such as the occupation of the mother, her relaxations 
and amusements, housing conditions, air, light and nutrition, 
during pregnancy, have an influence on the foetus has not yet been 
cleared up. Antenatal care occupies itself very elaborately with 
these matters, based, as it is, on scientifically founded facts. 

Up till now very elaborate research work has been done with regard 
to the nutritional relationships between mother and child, without 
having led to any definite conclusions. It has been shown that the 
nutrition of the placenta has a certain amount of independence. 
The nourishment offered to the placenta has a very constant com- 
position. It consists of maternal blood with components proper 
to the body. The initial material is much less fluctuating than 
the content of the intestines. External changes in the quality 
and quantity of the maternal nutrition influence placental meta- 
bolism only in a very small degree so long as no extreme degrees 
nor extreme duration are considered. Only in the extreme hunger- 
condition which can be attained in animal experiments can a loss 
of birth-weight be found. Such unfavourable conditions do not 
usually occur with a human being. The experience of the Great 
War, as well as the well-known diet cures, have shown that even 
very considerably reduced nutritional conditions leave the foetus 
uninfluenced. 

Against an oversupply the placenta remains quite passive. 
Increased nutrition of the mother does not cause any increase of 
the birth-weight of the child. Therefore the development of the 
newly born is also, to a great extent, independent of maternal 
nutrition, 

By further research and experiments it has been shown that the 
independence during overfeeding as well as underfeeding is limited, 
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and is different for the different foodstuffs. For the materials of 
caloric importance, protein, fat and carbohydrates, no real limit 
has as yet been shown. With great vigour the placenta takes 
from the offered nourishment those materials which are necessary 
for the specific upbuilding of the ovum, without considering the 
condition of the mother. As regards mineral constituents, the 
conditions are different. Here, the independence is limited. It has 
been shown that a considerable deficiency of iron leads to great 
damage to the child. The mother retains a certain minimal 
quantity which is necessary for her life. The ovum either perishes 
or shows poor development. On the other hand, a too great supply 
of iron leads to an increased iron content in the ovum. It receives 
a higher supply of this material. 

Former researches were limited to the foodstuffs of known 
chemical constitution. The last decade has shown us that by this 
means the problems of nutrition and assimilation have not yet 
been solved. It was found that besides providing the five material 
groups—protein, fat, carbohydrate, mineral, and water—still other 
conditions must be fulfilled in order to maintain the life of the 
animal organism. The experiments started with the minimum of 
protein and with proteins of various chemical composition. It has 
been further shown that there has to be in the foodstuffs a certain 
amount of other organic material, accessory substances, without 
which life is impossible. These substances have been called 
vitamins. In the fertilized ovum are found all these biological 
powers which are responsible for assimilation and for the changes 
in energy which lead to the division of the cells. Later on these 
materials have to be supplied from outside. The development of 
the ovum is first of all a growth process; therefore it requires, first 
of all, the vitamins, the growth-promoting effect of which is 
indispensable to the development of the foetus. The placenta itself 
is unable to produce these substances; it is dependent on their 
provision from the mother. 

The present results of the investigation of the vitamins show that 
the placenta acts towards these substances just as with other food- 
stuffs in regard to undersupply. In spite of unfavourable nutrition 
and insufficient content in the maternal tissue, the placenta acts 
with satisfactory results for the ovum. The foetus is first of all 
provided for, even if damage is caused thereby to the mother. 
Nutrition by the placenta thus shows its superior efficiency as 
compared with nutrition by the intestines. First the ovum; then 
the mother! On this depends also the frequent appearance of 
avitaminosis in pregnancy, while the child is born in a healthy 
condition. [| should like to mention the occurrence of night- 
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blindness in pregnancy during the war, in certain districts with bad 
nutrition. The absence of vitamin-.\ in the food rapidly causes, 
especially in pregnancy, eye disturbances, as the vitamin require- 
ment is increased and quickly leads to consumption of the reserves. 
Similar circumstances are present in osteomalacia. 

The question of vitamin-D metabolism in the placenta arouses 
the keenest interest, in view of the definite conclusions reached 
through the epoch-making researches on the genesis of rickets. 
We need no longer have any doubt that rickets represents a kind 
of avitaminosis, caused by lack of a certain vitamin, which belongs 
to the fat-soluble group, and has received the designation D. It 
plays a special réle in so far as the animal body is not entirely 
dependent on the supply from outside. The rickets-preventing 
material can be formed also in the body itself from precursors, 
through the influence of ultra-violet light. 

Two things favour the formation of rickets » darkness and rapid 
growth. Both are present during intra-uterine conditions in an 
overwhelming measure. In spite of this, we never find congenital 
rickets, even when there have been very severe disturbances in 
the mother during pregnancy or an insufficient supply of vitamin. 
X-ray examination and chemical examination of the blood of the 
newly born have not shown any disturbance in the growth of 
bones. In spite of this, we must ascribe to congenital factors a 
certain réle in the origin of rickets. Under favourable conditions 
the newborn child receives a certain reserve store of protecting 
substances, which makes him more resistant to the damages of 
extra-uterine life. If the amount of vitamin in the maternal 
nourishment is poor, then the infant does not become directly ill; 
his resistance, however, is diminished. His supply of vitamins 
is small: it requires only a small damage to cause an outbreak of 
illness. In this way there exists a prenatal factor in the origin 
of certain avitaminoses. The infant is found, on account of un- 
favourable nutritional and hygienic conditions in the mother, to be 
in a state of latent rickets, When unfavourable factors appear, 
then this child acquires rickets earlier and more severely than 
healthy-born children. The great importance of suitable nutrition 
and hygiene during pregnancy to secure the health of the child is 
thus shown. 

Researches in my laboratory have shown that the placenta is 
not a simple diffusion membrane for vitamins. It possesses a great 
capacity for storage. Therefore, in this respect, it is an organ of 
high biological power, the influence of which surpasses that of 
other glands. 


Is it possible, by increased vitamin supply to the mother, to 
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increase the reserves of the foetus ? We have seen that for the other 
foodstuffs, with the exception of the minerals, this has to be denied. 

There are only a few experimental investigations which have 
dealt with the influence of increased vitamin supply on the foetus. 
They occupy themselves chiefly with the vitamin of reproduction, 
vitamin-E, When the maternal food contains larger quantities 
of this substance, then the quantity in the foetus rises and the 
fertility of the offspring is increased. It has also been shown by 
Isorremchewsky and Carr that the anti-xeropthalmic vitamin-A 
passes to the foetus in increased quantity when the maternal food 
contains larger quantities of it. When one adds daily during 
pregnancy a few drops of vitamin-D to ordinary food, then the 
placenta is able to prevent the outbreak of rickets in rats, even if 
they are put on to rickets-producing food. Ordinary placenta does 
not possess, at least in winter, this quality. The increased supply 
of vitamins to the mother leads to increased reserves in the 
placenta. That the placenta allows the substances to pass in 
increased amount was shown by my own experiments on animals. 
When one feeds pregnant rats with a few drops of rickets- 
preventing material, then young are born which, in spite of appro- 
priate experimental conditions, never acquire rickets. It is, 
therefore, possible by suitable nutrition of the mother, i.e, by 
an ample supply of vitamin-D, to give the foetus such an enormous 
protection that even the most unsatisfactory conditions will not 
be able to cause the outbreak of rickets. 

All these experiments and experiences show that by outside 
factors, by changing the vital conditions, it is possible to influence 
metabolism in the placenta. The wish of many obstetricians to 
influence size and weight has not been fulfilled. The crude 
morphogenesis of the foetus, the growth of its bone-system and its 
hardness, the development of single organs and the deposit of fat 
are unapproachable by any direct arbitrary influence. There are 
many more delicate processes by which an artificial influence is 
possible. They affect the metabolism of minerals and the vitamin 
content. This shows the enormous importance of prenatal 
measures, the provision of suitable hygienic conditions and suit- 
able nutrition for the pregnant. By this means we increase the 
vitality of the foetus so that it is much more resistant towards 
extra-uterine damage. It must be the particular duty of a real 
nutritional hygiene to provide for an ample vitamin supply in the 
days of increased requirement. Next in this respect to the periods 
of infancy, puberty, the climacterium, and feverish diseases, preg- 
nancy comes particularly into consideration. 





Conditions of Life and Reproduction 233 

The provision of proper care for the pregnant woman secures 
a healthy and resistant descendent. 

What influence has environment on another period of develop- 
nent: on the resting and growing ovum before fertilization? We 
are here touching partly on the difficult subject of inherited proper- 
ties. We are touching the question as to whether by influence 
of environment, by illness of the mother, by physical and chemical 
influences, by changing nutrition, even by nervous influence, new 
properties can arise, As is well known, authorities on this question 
have different opinions. Many deny the possibility of affecting 
the germ cell by environmental influences. It cannot, however, be 
denied that changes often appear in the descendent without it being 
necessary to consider the damage as inherited. One can designate 
such disturbances as germ-poisoning in the widest sense. The first 
generation suffers damage and as after-effects such lesion can 
appear here and there in the second one. Later generations remain 
uninfluenced. 

The experimental and clinical examination of these questions is 
extraordinarily difficult, because between the effective damage and 
the result a long period of time may elapse. The consequences are 
also very unspecific, so that it requires great experience and critical 
observations on the widest basis in order to come to a satisfactory 
decision. The consequences appear in constitutional deficiency, 
in preparedness for disease, in disturbances of growth, in anatomi- 
cal and functional anomalies of all possible organs. Most 
pronounced are the injuries which affect the germ-cells, so that 
they lose their ability to fertilize. Sterility is the consequence. 

Decrease in the birth-rate is a result of civilization which can 
be noted to a very great extent in all civilized countries. We know 
that the limitation of the number of children is largely brought 
about intentionally. The changed aspect of life in wide groups 
of the population inclines them towards the one and two children 
system. The instinct comes under the domination of the mind; 
sexual life becomes rationalized. Nevertheless a physical incapacity 
to breed children plays a certain réle in this enormous problem. 
Besides sexual diseases, the fight against nature, the damage of 
profession, trade and amusemenis is not to be neglected. Our 
refined civilization is also here frequently in opposition to natural 
tendencies. Many sterile marriages are the consequence of inade- 
quacy resulting from) behaviour in profession, nutrition 


or 
pleasure, 


A fundamental difference between ovum and sperm is found to 
exist. The number of ova in the ovary is already fixed at the time 
of birth. A new formation does not 


take place among the 
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innumerable ova: only a few have the possibility of becoming 
mature, It is quite different with the sperm. The testicle possesses 
an unlimited ability for new formation. From the time of puberty 
till the death of the male there is no limit to the formation of sperms. 
When the germ-glands are damaged by unfavourable _ life- 
conditions of the parents, reproduction can be suspended owing to 
damage caused to the sperm and the ovum. The further behaviour 
is different. Spermatogenesis recovers: the ability to impregnate 
comes back. In the ovary, however, the damage may remain 
permanent. Functional anomalies, such as sterility, remain as a 
relic of the influence of unsuitable environment. 

Research has shown that the cells of the genital glands, contrary 
to former views, are extraordinarily sensitive. They show changes 
in their structure and function from minute unfavourable influences 
of environment, often at a time when the rest of the body does noi 
show any changes, The activity of the germ glands as a prepara- 
tory stage of reproduction for the single individual is a luxury 
function, but through its inhibition the growth and building up 
of the entire human body may suffer damage. The consequences 
are most dangerous when the unsuitable life conditions act at the 
time of puberty. Then the generative cells mature to full activity. 
An elimination of this function involves for the growth and build- 
ing up of the entire organism the most drastic consequences. 

That climate, weather conditions, and meteorological influences 
have an influence on the germ glands is well known. The 
transference of animals to unaccustomed regions can considerably 
alter reproduction. Sometimes this leads to enormous multiplica- 
tion. Examples of overproduction of new-imported kinds of 
animals with suppression of all others are known. On the other 
hand, such animals may die out in a short time. The productive 
cells have become deteriorated under the influence of the 
unaccustomed environment. There are analogous experiences 
regarding human beings. [uropeans are not very apt for repro- 
duction in tropical regions. 

The general life conditions, in the widest sense of the word, 
play for the activity of the germ glands a not unimportant réle. 
Many undomesticated animals do not have any descendents in 
captivity. The alteration in the whole type of life, the absence of 
the proper struggle for existence, with the changes from rest to 
activity, do not allow the germ glands to perform their full 
function. The germ cell itself deteriorates; atrophy of the genital 
system is the consequence. Comparisons with human beings are 
suggested. Girls who grow up in dark, badly-ventilated dwellings, 
who do not move in the open air, and who enjoy the sun but rarely, 
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who change very early from the school to the factory, very often 
show anomalies of development of the genital system. Their germ 
cells do not possess the power of reproduction, | am convinced 
that a great number of hypoplastic conditions of the genital system 
have to be considered as due ic external factors. The pessimistic 
view that the inferiority of the sexual organs is due entirely to 
constitutional factors, i.e. minor variations of the germ plasma, 
| consider to be wrong. The sexual fitness of the woman is 
determined, to a great extent, before and during puberty. 

The ovum and sperm are parts of the human body, connected 
with it by the blood and lymph streams, dependent on its hormonal 
and nervous regulation. Through the above-mentioned paths 
poisons act on the germ cells, with the possibility of altering them. 
Among professional poisons, lead has been particularly investi- 
gated. We know how dangerous the entry of lead into the temale 
body is for the offspring. Very important harmful factors, 
associated with the life conditions of modern man, are alcoholic 
beverages, tea, coffee and similar things. In small quantities these 
assist and support man ; they help him to get over his daily worries, 
stimulate his mind and promote efforts in civilization. Their 
influence on reproduction has so far been little investigated. 
Experiments and clinical experiences of the influence of alcohol 
seem to support the view that injury to the germ cells to the extent 
of incapacity for reproduction does not happen. More difficult to 
assess are the consequences for the child. How far caffein and 
thein exert a bad influence on the germ cell is not vet known. 
Taken in moderate quantities it is scarcely necessary to think of 
any harm they might do. 

The influence of nutrition on reproduction has so far received 
little consideration. Experiments on animals have shown, however, 
that a temporary reduction in nourishment bas no bad influence 
on the germ glands, Contrary to that, a lavish nourishment injures 
reproduction in a very extensive way: fat animals become sterile, 
e.g. bulls. It has been shown in my laboratory that selective 
restriction of food exerts an enormous influence on the activity of 
the germ glands. The ovary ceases to function at a time when the 
animal shows quite a normal appearance. Fertilization does not 
take place. Similar consequences are shown through the lack of 
vitamins in the food. Here again reproduction is one of the 
first functions to cease (Abderhalden, Guggisberg, Even and 
Bishop). Iam unable to share the view that unsuitable nourishment, 
referred to in this paper, or its scarcity, is of no importance 
as regards the reproduction of the human race. IT have only 
to recall the conditions of the war. Besides, we often notice, in 
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the present state of civilized life, quite peculiar views about food, 
partly as a consequence of misleading popular publications, 
partly as an expression of certain conceptions of life, which may 
result in such restriction of food in certain directions as to make 
it insufficient. The most recent research has shown that mixed 
nourishment, with sufficient vitamin supply, is required not only 
for the living generation, but also for reproduction. 

Even by the way of the nervous system damage to the germ 
cells is possible. The anatomist Stieve has shown how anxiety 
and excitement in animals harm the cells of reproduction. He 
found that the production of sperm in a prosecuted criminal, who 
committed suicide, had come ic a standstill; in his testicles were 
found signs of most severe atrophy. The restlessness and haste 
which are imposed on modern man by his professional and social 
life bring harm to those organs and destroy the cells which are 
indispensable for preservation of the species. 

The conditions under which human beings live, their activity 
and work, how they grow up and how they enjoy life, are impor- 
tant for reproduction, Desired and undesired inhibitions of 
reproduction are to the greatest extent due to the civilized life of our 
time. lHfowever, our understanding of all these relationships is 
only in its beginning. The whole question is rich in unsolved 


problems, Only the scientific study of women, of their pecularities 
in health and disease, will put us in a position to clear up this 
matter. 
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The Principles of Teaching in Obstetrics and Gynecology. 
With Special Reference to the Méthods Employed at the 
University of Copenhagen. 


By S. A. GamMettort, M.D., Hon. F.A.C.S. 
Professor of Obstetrics and Gynecology, Universily of 
Copenhagen. 


THROUGHOUT the world it is to-day a vital question as to how it may 
be possible to reduce puerperal mortality and morbidity, and this 
question is intimately associated with the problem of combating 
infant mortality in the antenatal period as well as in the first week 
after birth. This movement, which is gaining in strength, not 
least in the English-speaking part of the world, is based en the 
lamentable fact that the past decades have failed to bring any 
marked reduction in the risk involved in pregnancy, parturition 
and the puerperium. Also the infant mortality is still notoriously 
high, before as well as during and after parturition. 

All official vital statistics, no matter from what country, speak 
urgently in this respect, and naturally they impress particularly 
those who have made obstetrics their speciality, and last but not 
least those who, by virtue of their official position, are teaching 
this important subject. Indeed, the fight is now taken up, and 
conducted on several fronts. 

One field that has attracted especial attention in recent years, 
is prenatal care. Prenatal care—-the careful supervision of the 
progress of pregnancy was justly considered one of the means by 
which it might be possible to combat the mortality of the mothers 
as well as of the infants. 

But the central point, the pivot of all concerted action in this 
fight, is certainly the teaching of obstetrics. If we are to have any 
prospect of really being able to reduce the mortality of mothers 
and children, it is primarily essential that the instruction given to 
students in this all-important subject should be of a much higher 
standard than has been the rule up to now. 

Opinions differ, however, as to how this instruction may best 
be given. It might not be amiss, therefore, on this occasion to give 
a fairly detailed account of how the teaching of obstetrics and 
gynecology is carried out at the University of Copenhagen— not 
that I think that ours is the ideal plan, but several times I have 
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had the impression that this very question has aroused a_ vivid 
interest, and | hope too that my account of our method of teaching 
may give rise to a fruitful discussion on this topic. 

In turning to the teaching of obstetrics and gynecology, | 
shall merely mention by the way that at the University of Copen- 
hagen the entire course of medical study takes about seven years, 
of which the last year and a half are devoted exclusively to medicine, 
surgery, obstetrics, gynecology and forensic medicine. During 
these three semesters the medical students are instructed five hours 
a week in obstetrics and gynecology, and the Professor of these 
subjects is perfectly free to arrange the details of their course of 
instruction as he finds most expedient—as, for instance, the number 
of hours he wants to give to each subject. 

The lecture periods last from September tst to December tst, 
and from February 1st to May ist. Examinations are held in 
January and June. The Professor conducts the examination, which 
is oral, and two specialists from outside act as censors. 

I wish here to point out that the examination is public; and, 
even though attendance is not compulsory, it is usual for a great 
number of medical students to attend these examinations. As, most 
frequently, the examination extends over nearly a month, and lasts 
two to three hours a day, it constitutes in itself, | think, a form of 
instruction the value of which is not to be underestimated, when 
considered from a strictly educational point of view. The examina- 
tion consists of two questions and a_ practical test on the 
mannequin. 

Instruction in obstetrics, at the University of Copenhagen, 
falls into two, really separate, divisions. Before the final 
examination the students have relatively little practical experience ; 
but, as | shall point out later, I have tried to amend this short- 
coming in various ways. After their final examination the 
graduates are not entitled to practice obstetrics till they have had 
one month of practical service in the lying-in department of the 
University Clinic or in ithe Lying-in Hospital of Aarhus. 

Formerly, the lying-in department of the University Clinic in 
Copenhagen was the only place where this practical training was 
given; but the increasing number of medical graduates has 
necessitated the establishment of one more training school of 
obstetrics. | shall later return to the details of this postgraduate 
course. 

First, I shall outline the instruction in obstetrics and gyne- 
cology given to the students in the last three semesters prior to 
their final examination. 

As I have mentioned already, I have five hours a week at my 
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disposal. They are employed as follows: two hours a week are 
used for clinical lectures, alternately on gynzecology and obstetrics. 
I take, for instance, a patient with hydramnios, demonstrate her 
to the class, review the history of the case, discuss the differential 
diagnosis and treatment and, if possible, give the students a chance 
of watching the treatment, as one of the lecture-rooms is so equipped 
that it allows of such operations as forceps delivery, extraction in 
breech presentation, introduction of a balloon, and performance of 
Czesarean section. 

On the other hand, I am not so anxious for the students to have 
the chance of watching gynzcological operations, as | attribute 
less importance to such demonstrations. In recent years, however, 
there has been such a great increase in the number of students that 
these practical demonstrations have become less frequent. The 
lecture-room is not roomy enough to hold all the students in such 
a way that they may really be able to see what is going on. 

| give very few strictly theoretical lectures. Nor do | find 
that such lectures are required. The students have their textbooks, 
which, it seems to me, render most theoretical lectures unnecessary. 

Of the remaining three hours, two are used for examinations ; 
and I have to admit that | really ascribe the greatest importance 
to this method of teaching, which takes the form of a discussion 
between the Professor and the student. 

I usually select a comprehensive subject for each semester—for 
instance, in one semester ‘‘Hzemorrhage before, during and after 
parturition,’’ in another semester ‘‘The various causes of protracted 
delivery.”’ The teaching is now carried on in this way: I always 
begin with a case-history that has some bearing on the subject in 
question; not a constructed history, but the actual history of a 
case we have recently had under treatment, or a case-record of 
older date, but from the department. 

First we discuss the diagnosis; then we are generally able to 
inquire a little into the ztiology and pathogenesis; and, finally, 
we take up the treatment. To give a concrete example: I begin 
by telling the students about a patient who is bleeding in the last 
month of pregnancy, and by questioning back and forward we 
come to the opinion that in all probability we are dealing with a 
case of placenta przevia. 

Then it is time for me to question the students about the various 
forms of placenta previa, their ztiology and development, and 
the general theoretical aspects of the problem, When these points 
have been made clear and elucidated by means of lantern slides, 
anatomical preparations and, in some cases, by moving pictures, 
we go on to the last point, treatment. Here, too, | make extensive 
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use of lantern slides, as | have succeeded in arranging the lighting 
equipment of my lecture-room in such a way that most lantern 
slides may be projected without the room being pitch dark. | 
mention this feature in particular, because nothing is apt to 
slacken the attention to such a degree as complete darkness, which 
prevents the students from taking notes. 

Such an examination will usually take about half an hour, 
during which | manage to question at least four or five students ; 
and as the class-hour is 45 minutes, it leaves 15 minutes, which 
I use, every other time, for a written exercise in obstetrics, con- 
ducted in the following way :— 

On the blackboard | write down a concrete case, on the 
assumption that it is a midwife who calls the physician to a com- 
plicated case. In one of the simpler cases he is told that the case is 
one of breech presentation in a primigravida, that labour has been 
going on for a certain length of time, that the membranes have 
ruptured some time ago, but that labour is not making any further 
progress, and the temperature has commenced to rise. Additional 
data are given as to what the doctor himself finds on his arrival. 
The whole history then ends with the question : What is to be done 
in the present case ? 

Usually it takes five minutes to give such a case-history with 
the essential data, and the studenis will thus have 10 minutes for 
writing briefly what they would do in such a case. 

I take all the answers home with me and go through them; the 
next teaching-hour [ begin by reviewing these answers and 
criticising them; after which | give the proper treatment. 

I have a definite purpose in not leaving the students longer 
time for these written exercises. I have tried the plan of getting 
them to write their exercises at home, but I gave it up, as most of 
the papers were copied from the textbooks. It is a rule, however, 
that the papers are unsigned; this makes the students less timid 
in their answers, and it gives me freer scope if I want to pass a 
severe criticism on some individual paper. 

As I said before, I consider these written exercises to be of the 
greatest value for teaching purposes, With a little experience and 
talent on the part of the teacher, the history of the case may be 
presented so vividly that the students can almost visualize the 
case ; and it is also interesting to notice how eagerly they discuss 
among themselves the various methods of treatment they have 
suggested in their papers. I also consider it a good plan not to 
criticize the papers till the next hour, because | know that the 
students often discuss the problem after the hour is up, and they 
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are looking forward with interest to my summing-up of the 
question. 

Further, | make use of every opportunity, when we have had 
an interesting case in the delivery ward, of giving a brief account 
of the case, demonstrating the patient before the students, if it ‘s 
of any interest, showing them the afterbirth and the child. | ascribe 
considerable importance to these brief demonstrations, because they 
olten give occasion for some theoretical remarks. In case of death 
the record is reviewed and the post-mortem findings are demon- 
strated and discussed before the students, in collaboration with the 
Professor of Pathological Anatomy. 

Once in each semester | give the students a practical demon- 
stration of care and treatment in the lying-in ward, reviewing 
thoroughly the treatment of the mother during the puerperium, 
as well as the care of the child. While I am talking, two nurses 
are going through all the manceuvres on two patients, or two 
babies, so that every student has an opportunity of watching all 
the practical details of puerperal care. The same applies to infant 
feeding. In this subject also | give a practical demonstration, 
showing the students how the different milk mixtures are prepared 
and sterilized, how the teats are put on the bottles and how these 
and the bottles are cleaned. 

All children with congenital malformations or birth injuries 
are carried up to the lecture-room, if their condition permits, and 
their lesions are demonstrated before the students. The nurse 
then takes the child and carries it along the rows of students, so 
that each may have a good look at the lesion. 

In order to carry through a teaching plan which is based to such 
a degree upon demonstration and review of concrete cases it is 
absolutely essential to keep a very accurate account of every case 
demonstrated or discussed, so that, at any time during the semester, 
one will know precisely what is yet to be taken up. As I said 
hefore, my teaching plan is arranged to cover thoroughly both 
obstetrics and gynecology in four hours a week through three 
semesters. But this is practicable only when one keeps in mind 
those subjects which have been dealt with; otherwise certain sub- 
jects may escape notice. 

The fifth weekly hour is left to my first Assistant, who lectures on 
the obstetrical operations, partly reviewing the technique of obstetri- 
cal operations, partly demonstrating on the mannequin such 
operations as may be shown in this way,— forceps delivery, version 
and extraction, etc. 

To give the students some personal experience on the manne- 
quin, they are divided into groups of four, who are instructed by 
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use of lantern slides, as | have succeeded in arranging the lighting 
equipment of my lecture-room in such a way that most lantern 
slides may be projected without the room being pitch dark. | 
mention this feature in particular, because nothing is apt to 
slacken the attention to such a degree as complete darkness, which 
prevents the students from taking notes. 

Such an examination will usually take about half an hour, 
during which | manage to question at least four or five students ; 
and as the class-hour is 45 minutes, it leaves 15 minutes, which 
I use, every other time, for a written exercise in obstetrics, con- 
ducted in the following way :— 
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one of breech presentation in a primigravida, that labour has been 
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data are given as to what the doctor himself finds on his arrival. 
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presented so vividly that the students can almost visualize the 
case; and it is also interesting to notice how eagerly they discuss 
among themselves the various methods of treatment they have 
suggested in their papers. I also consider it a good plan not to 
criticize the papers till the next hour, because | know that the 
students often discuss the problem after the hour is up, and they 
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are looking forward with interest to my summing-up of the 
question. 

Further, | make use of every opportunity, when we have had 
an interesting case in the delivery ward, of giving a brief account 
of the case, demonstrating the patient before the students, if it is 
of any interest, showing them the afterbirth and the child. 1 ascribe 
considerable importance to these brief demonstrations, because they 
olten give occasion for some theoretical remarks. In case of death 
the record is reviewed and the post-mortem findings are demon- 
strated and discussed before the students, in collaboration with the 
Professor of Pathological Anatomy. 

Once in each semester | give the students a practical demon- 
stration of care and treatment in the lying-in ward, reviewing 
thoroughly the treatment of the mother during the puerperium, 
as well as the care of the child. While I am talking, two nurses 
are going through all the manceuvres on two patients, or two 
babies, so that every student has an opportunity of watching all 
the practical details of puerperal care. The same applies to infant 
feeding. In this subject also | give a practical demonstration, 
showing the students how the different milk mixtures are prepared 
and sterilized, how the teats are put on the bottles and how these 
and the bottles are cleaned. 

All children with congenital malformations or birth injuries 
are carried up to the lecture-room, if their condition permits, and 
their lesions are demonstrated before the students. The nurse 
then takes the child and carries it along the rows of students, so 
that each may have a good look at the lesion. 

In order to carry through a teaching plan which is based to such 
a degree upon demonstration and review of concrete cases it is 
absolutely essential to keep a very accurate account of every case 
demonstrated or discussed, so that, at any time during the semester, 
one will know precisely what is yet to be taken up. As I said 
before, my teaching plan is arranged to cover thoroughly both 
obstetrics and gynecology in four hours a week through three 
semesters. But this is practicable only when one keeps in mind 
those subjects which have been dealt with; otherwise certain sub- 
jects may escape notice. 

The fifth weekly hour is left to my first Assistant, who lectures on 
the obstetrical operations, partly reviewing the technique of obstetri- 
cal operations, partly demonstrating on the mannequin such 
operations as may be shown in this way,—forceps delivery, version 
and extraction, etc. 

To give the students some personal experience on the manne- 
quin, they are divided into groups of four, who are instructed by 
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the first Assistant, and later by the second Assistant, in the different 
positions of the foetus; and they also have practical exercises in 
delivering a patient with the forceps, version and extraction on the 
mannequin. In these mannequin exercises—we have a French 
mannequin that is constructed by Mathieu—we do not use any doll, 
but a dead child. For exercises in perforation and basiotripsy we 
use papier-maché heads which are furnished by Medizinische 
Warenhaus, of Berlin. 

In addition, the second Assistant gives a course, also to groups 
of four or five, when the students have an opportunity of examin- 
ing the pregnant woman by external and by internal (vaginal) 
examination. I take care that the patients provided for such a 
purpose comprise primigravidz as well as multiparz. Further- 
more, the students in turn spend 24 hours in the Department, taking 
histories, participating in the routine ward-work, and watching 
deliveries. 

Outside the semesters, usually in the months of May and 
December, the students are encouraged to attend the antenatal 
clinic. It is a defect in the teaching that this course is optional. 
But, the curriculum being rather crowded, I have not yet succeeded 
in getting the antenatal clinic included among the obligatory 
courses. This shortcoming, as will be mentioned later, is remedied 
to some extent by the fact that the graduates have a chance of 
attending the antenatal clinic in the month in which they are doing 
obligatory service in the lying-in department. 

The vaginal examination of gynecological patients is conducted 
by the first and second Assistants. In this course, too, the students 
are divided into groups of three or four, so that they have an 
opportunity of examining a sufficient number of patients with 
gynecological lesions. 

The marked increase in the number of medical students, 
however, is such that in recent years we have not been able to admit 
them all to the university clinic. Therefore, by the courtesy of two 
chief physicians of other hospitals, Dr. Hartmann and Dr. Helsted, 
it has been so arranged that a certain number of the students are 
allotted to their departments. Thus, every student has an oppor- 
tunity of making vaginal examinations before he graduates. 

This method of instruction, however, is not entirely satisfactory, 
partly on account of the large number of students, and partly 
because the first and second Assistants do not always have the 
teaching abilities that are essential. In Denmark we miss very 
much the chairs of ‘‘Associate Professor’? and ‘‘Privatdocent,”’ 
teaching posts which are established in| American and German 
medical schools, since at the University of Copenhagen, assistants 
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are appointed principally on account of their training and scientific 
work, their teaching qualifications not being considered of so much 
moment, 

When the students have passed the final examination they are 
not entitled to practise obstetrics till they have gone through a 
practical course in obstetrics lasting one month. Here I want to 
state that I do not think, really, that one month’s training 
is sufficient, even though our available material is so large that 
the young doctor has an opportunity of conducting about 25 normal 
deliveries and, as a rule, delivering two patients with the forceps, 
assisting in one or two breech presentations, and, sometimes, per- 
forming version, most often on a second twin. 

The material of the department is fortunately supplemented by 
an arrangement with midwives outside the hospital, who have a 
right to summon the physicians of the lying-in department to 
attend cases of complicated delivery in poor women. 

The midwife telephones to the department, and the first or 
second Assistant goes to the case accompanied by two of the young 
doctors, who assist in the delivery, one of them administering the 
anzesthetic while the other, so far as possible, performs the opera- 
tive delivery under the direction of the Assistant Physician, On 
an average, the Assistant Physicians are summoned to patients 
once or twice a day, in most cases to suture extensive tears of the 
genital passages, to deliver the afterbirth, or to arrest post-partum 
hamorrhage. However, this part of the training is also very im- 
portant, because it gives the voung doctors abundant opportunity 
to observe how midwifery is practised in the homes, and to 
appreciate the reasons why the Assistant Physician may decide to 
admit the patient to the hospital. 

As to the postgraduate training in the department, | conduct it 
myself together with my first and second Assistants and two Junior 
Assistants. The last two are appointed for six months and one 
year, respectively. The first Assistant, on the other hand, is 
appointed for three years, and the second Assistant for two years. 
As a rule the second Assistant will be promoted to first Assistant, 
which means that at the end of his term he has completed at least 
five years’ service. 

For further assistance in the teaching I have the Chief Midwife 
and three Assistant Midwives. The Chief Midwife’s post is a 
permanent one; the three assistant midwives, who have completed 
their training beforehand, are appointed for one year, 

The Chief Midwife takes a great part in the teaching. I insist 
on this, and TI consider this arrangement very important. | think 
she is particularly suited for training young doctors in external 
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examinations, including the foetal heart sounds and the position 
of the head above the pelvic brim, on account of her great experi- 
ence in these matters, and because she and the Assistant Midwives 
are always, one or the other, in the labour ward when there are 
patients therein. As for estimating the character and intensity of 
the labour pains, whether they be pains of dilatation or expulsion, 
she and her Assistant Midwives are far more experienced even than 
my Assistant Physicians. She also teaches the young doctors how 
to conduct a normal delivery ; and here she shares the duties of 
instruction with the second Assistant Physician. 

As I have so often asserted, I do not think that good midwifery 
can be learned better than from a capable midwife. In the course 
of time a capable midwife accumulates such a wealth of experience, 
in particular with regard to the degree of the pains, the variations 
of the heart sounds, and the descent of the head into the pelvis, 
that if she has also pedagogical ability in this field, her participa. 
tion in the teaching may be of inestimable value. 

This part of the training is so arranged that as soon as the 
patient is admitted to the department the Chief Midwife, or the 
Assistant Midwife, examines her and then sends for the young 
physician who is to conduct the labour. The case-record of the 
patient is obtained from the antenatal clinic, and, if the record tells 
of any pathological condition, or if there is any suspicion at all 
about the case, the second Assistant Physician is called. The 
young physician takes the history of the patient and makes an 
obstetrical examination—taking pelvic measurements, giving her 
due external examination. under the supervision of one of the 
midwives, and if there is any divergence of opinion between them, 
they send for the first or second Assistant Physician, 

Excepting the usual cleansing process and enema, all the 
management of the case is left to the young doctor. He keeps 
check on the heart action, and as the time of delivery draws near, 
he is called again, and he conducts the delivery, while another 
young doctor attends to the obstetrical anzesthesia if required. 
After the birth he cleanses the patient, and for the next one and a 
half hours he watches the condition of the uterus. If any com- 
plication sets in, the first or second Assistant is called: and IT am 
always notified beforehand if any operative measures are to be 
taken. The minor operations, such as episiotomy, forceps-delivery, 
and management of breech presentation, are performed by the 
young doctor, but with these precautions: not only is the first or 
second Assistant always present at these operations, but he is also 
ready to take an immediate active part in the operation if required. 
In this month of service the young doctor also attends the 
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antenatal clinic. The actual teaching is carried out as follows :— 

Every morning at 8 o’clock | am in the labour ward, where | 
meet all the physicians and midwives on duty, and we look at 
every parturient woman who is in the ward at that time. The 
histories are gone through very carefully and criticized; and not 
infrequently such a history forms the basis of a brief clinic. 

Then I go over to the gynecological department, where the new 
patients are examined. This department comprises only 35 beds, 
and in my opinion it should not be any larger. If it were, the work 
in the lying-in department might readily come to be a duty of 
secondary importance. After the performance of gynecological 
operations there is a ward-visit to this department. 

Then we go on to the lying-in ward, where the histories of 
the newcomers are reviewed and discussed in the same way as was 
done in the labour ward. The other patients in this ward are also 
examined, and especially those with complications. Further, every 
patient who has been eight days in this ward is examined very 
carefully, her case is reviewed, and it is decided whether she may 
get up. 

In passing, I may mention that in normal cases the patient 
gets up in the evening of the eighth day post parlum, and she is 
discharged from the hospital on the tenth day. This is not because 
I should not like to keep them longer in the hospital, but the 
patients themselves want to get home on the tenth day, and it 
has not been practicable to keep them longer. Before dismissal 
on the tenth day the child is examined carefully by me, or by 
the first Assistant Physician; and as we have also a training school 
for nurses, this gives us a good opportunity of discussing the 
nutritional progress of the child, the condition of the navel, and 
possible birth injuries. 

With the physicians I discuss what information to give the 
patient: for instance, in cases of heart disease, kidney lesions, or 
contracted pelvis, if I find that the patient ought to use anti- 
conceptional measures, we try to give her an idea of their use, and 
we refer her to the physician of her sick-benefit society for further 
information on this point. I attach a great deal of didactic 
importance to this last review of the case-record, just before the 
patient is discharged ; and it is also of value to the patient herself, 
if there has been any complication, so that she gets a clear under- 
standing that in case of a subsequent conception it is essential 
for her to consult the antenatal clinic early in her pregnancy. 
It would be hard to overestimate the educational importance of this 
last review of the case; for in this final meeting with the patient 
the voung doctors are enabled to survey the results of the technique 
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and treatment employed and to observe the complications that may 
sometimes develop in the puerperium, 

In the labour ward it is never difficult to keep the interest of the 
young doctors wide awake, especially if something happens. But 
it is not easy to keep them interested in what is going on in the 
lving-in ward. However, we strive very hard to succeed in this 
respect, because, in my opinion, it is in the lying-in ward that 
we find the results of our work in the labour ward. Young doctors 
must be educated to take an interest in following the course of the 
puerperium ; they should get a clear unde rstanding not only of the 
serious complications which may develop, but also of the slighter 
elevations of temperature and other signs of infection. Here in 
the Iving-in ward, finally, young doctors get a peep into the 
mechanism of lactation, and they get an impression of how often 
it is possible to establish nourishment of the child. at the mother’s 
breast. 


If a lying-in department is to be truly an educational institution 
it requires the same arrangement as is found in the Rotunda 
Hospital, namely, that the Professor and all the regular assistants 
live in the hospital, so that they can be summoned at any time, 
and that competent directions may be had in a few minutes if any 
complications arise. The teaching must be placed on the shoulders 
of the Professor himself. He may share his duty with the Chief 
Midwife and the first and second Assistants. If he does not spend 
at least three to four hours a day in the department the instruction 
will not, in my opinion, be given thoroughly. Asa rule, therefore, 
I also visit the delivery ward every evening at 7 o’clock in order 
to see the patients who have been admitted since morning, 

The question whether the practical training in obstetrics ought 
{0 cover one month or two months has been sometimes discussed, 
especially in Great Britain, and also, whether each student should 
conduct a total of 25 or 30 labours. 


In my opinion our own course of one month is not long enough, 
and I would highly recommend its extension to two months; but 
in Denmark this plan has met with the practical hindrance that 
there are too many medical students for its realization. 


As to the number of labours to be conducted, that is not the 
most important point. The main thing is that the students should 
be allowed to conduct the deliveries themselves, under constant 
supervision, and in such a way that in the normal deliveries they 
are instructed how it is possible, by external examination in the 
great majority of cases, to watch the progress of the labour, hour 
by hour, and to assess the variations of the heart sounds. As 
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several doctors may very well examine the same patient, this course 
does not require such a verv large amount of material. 

We do not make repeated vaginal examinations; we employ 
them only in those cases in which the external examination does 
not furnish sufficient information, and to such an extent as is 
necessary for teaching purposes. 

As for rectal examination, | am not an advocate of the method ; 
I do not think that it can give much more than  orientating 
information. And this view has been confirmed in recent years, 
when quite a large percentage of the patients before their admission 
have been examined by rectal exploration, even by well-known 
experts outside, subsequent vaginal exploration proving this 
method to be unreliable, especially when the question is to deter- 
mine the degree of dilatation of the os, or to find out whether the 
membranes have ruptured. 


What | aim at in the theoretical instruction and in the practical 
training course is not to turn out full-fledged specialists in 
obstetrics. For this the art is all too difficult, and it would take 
not months, but years. 


But what I think can be accomplished when the teaching: is 
carried through on the lines I have outlined, is this :—That tie 
general practitioner is enabled to discover in pregnancy the possible 
development of complications, and to estimate whether such a case 
is suitable for delivery at home, or whether it should be referred 
in time to a lying-in hospital. 

In the practical monthly course | think, moreover, that | am able 
to teach the young physicians to differentiate between a normal 
case and a complicated case ; and in this course | can teach them to 
perform safely the minor obstetrical operations. On the other 
hand, I always advise them not to undertake any major obstetrical 
operations in the homes of the patients; and I think, too, that in 
most instances they will be able to recognize the complications 
early enough to get the patient under competent special treatment. 

1 wish again to underline the efforts we make to impress upon 
the mind of the young doctor the importance of the external 
examination, so that he realizes that so long as the head of the 
child is high in the pelvis he must not, without compelling indica- 
tions, attempt instrumental delivery in the home of the patient. 

By taking a thorough and complete medical history of each 
individual case | also think we make it clear to the young doctor 
how important it is not to undertake the treatment at home of 
patients with complicating lesions, no matter whether these compli- 





Journal of Obstetrics and Gynecology 


cations belong to the field of strictly internal medicine or are 
in direct connexion with the pregnancy—as, for instance, the 
toxeemias of pregnancy or hemorrhages. 

With respect to the facilities available in our hospitals, it may 
be remarked that in Copenhagen and in Aarhus this problem is 
suolved—there being lying-in hospitals that can take all the com- 
plicated cases. It is, however, a different) proposition in the 
country and in the smaller towns. Yet | should like to point out 
the conditions prevailing in these. 

As a general rule, when the first Assistant has completed his 
service he establishes himself as a specialist in obstetrics and 
gynecology. The second Assistant, on the other hand, and the 
other assistants in my department, as well as in the school of mid- 
wifery and in the lying-in department in .Aarhus, are often 
physicians who intend to specialize later cn in general surgery, 
aiming at a general hospital in the country or in some smaller town, 
The outcome of this is that a number of surgeons who in recent 
vears have become chiefs of county hospitals all over the country 
are by no means ignorant of the treatment of complicated labour, 
although they have not passed through all the grades in the 
obstetrical school; and, [| think, future progress in social affairs 
will certainly ensure that lying-in hospitals are established in 
several of our larger towns, while it will be a requirement of the 
surgeons to the smaller county hospitals that they have at least one 
year’s training in obstetrics. 

The mortality of mothers and children will be cut down only 
when complicated cases are referred in good time to competent care. 
In a way the aim of the teaching in obstetrics is the same as, for 
instance, in surgery, when, for the sake of illustration, the general 
practitioner learns to diaynose the condition of acute appendicitis. 
And after that it is for the surgeon to handle the case. The same 
applies in obstetrics. We must strive to teach the general prac- 
titioner to differentiate between normal and complicated cases, 
but we must also strive to get the complicated cases under specialized 
management. An attempt at training every medical student as a 
specialist in obstetrics would be just as hopeless as to expect 
the students to become competent surgeons through the usual 
undergraduate instruction in this subject. But, just as in the 
practice of surgery there is minor surgery, so there is in the practice 
of obstetrics a similar field; and it is for this field that the general 
practitioner should be trained as thoroughly as possible; it is to 
this field that his activity should be limited. 
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The Pathology and Clinical Features of Ovarian 
Neoplasms. 


Abstract of the Introductory Remarks which were illustrated with 


histological and macroscopical pholographs and drawings. 


By W. Bair Bett, M.D., B.S. (Lond.), F.R.C.S. (eng.), 
F.C.OG., Hon F.AC.S. 
Professor Obslelrics and Gynecology, Liverpool Universily; 
Gynecological and Obslelric Surgeon, Royal Infirmary, Liverpool. 


INTRODUCTION. 


SINCE it is impossible in a limited time to survey the whole sub- 
ject, it will be most profitable, perhaps, if at the opening of this 
Discussion pathological principles are considered, and the imper- 
fections in, and absence of, present knowledge in certain directions 
indicated ; and, afterwards, if some of the histological and clinical 
features, especially of so-called ‘border-line’ and of malignant 
neoplasms, are briefly discussed. Retention cysts, such as 
‘hydrops folliculi’ and parovarian cysts, may be excluded, neo- 
plasms of the ovary only being taken into account. 


CLASSIFICATION. 

The existing classifications of neoplasms have either a histo- 
genetic, embryological, aetiological or regional basis, and are not 
altogether satisfactory, for they have limitations, and do not quite 
meet clinical requirements, <A perfect classification should be one 
that could be used as the starting point of any comprehensive 
survey of the subject. First, a distinction must be made between 
tumours which are intrinsic and those which are of extrinsic 
origin. The former, of course, comprise the larger group, and 
consist of those neoplasms which arise from the normal integral 
tissues of the ovary: these tissues may be subdivided into those 
which are essential to the function of the ovary and those which 
consist of developmental relics. The extrinsic group contains new 
growths having their origin in developmental inclusions, invasions 
from without, and metastases. 
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The classification suggested is as follows :— 
NEOPLASMS OF THE Ovary. * 


INTRINSIC ORIGIN. 
A. From normal functional lissues 


(1) Lepidomatat 
(a) Capsular mesothelium 


Surface adenomata. - - Innocent 


; (Innocent 
(b) Granulosa-cells J ee 
| Malignant 


a , (Innocent 
(c) (2?) Lutein-cells | Malignant 
, - (Innocent 
(d) (2?) Interstitial-cells Niesdicins 

| Malignant 
(¢) Endothelioma and Perithelioma C) niece 
| Malignant 
(2) From connective tissues : 
(a) Innocent : 
Fibroma 
Myoma 
Myofibroma 
Chondroma 
Osteoma 
Lipoma 
(b) Malignant : 
Sarcoma 
Mixed-cell 
Round-cell 
Spindle-cell 
Specialized-cell 
Rhabdomyosarcoma, etc. 


* The development of malignancy in a previously innocent neoplasm is not 
shown in the classification. 

+ Adami’s term for epithelial, mesothelial and hypothelial tumors ( Aeris = 
covering or lining). 
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b. From developmental relics 
Lepidomata 
(1) Adenomata 


Sea (Innocent 
(a) Solid ~ é 
| Malignant 


(6b) Pseudomucinous cystadenoma - Innocent 


(c) Serous cystadenoma - Innocent 


(d) (?) Thyroma Innocent 


; (Innocent 
(2) Papillary adenoma - . 
’ | Malignant 


(3) Testicular adenoma - Innocent 
C. From Sex-cells: Teralomata 

(1) Innocent, cystic 

(2) Malignant, solid 

(3) (?) Neuroma 

(4) (?) Thyroma 


EXTRINSIC ORIGIN. 


A. Developmental inclusions 
(a) (?) Suprarenal 
(b) Endometrioma 


B. Invasion from without 

(a) Chorion epithelioma 

(b) Endometrioma 

(c) Carcinoma 

(d) Sarcoma 

(e) Experimental implantation 
C. Melaslases secondary to: 


(a) Mammary carcinoma 
(b) Gastro-inleslinal carcinoma. 
(1) ‘Krukenberg’ type from stomach 
(2) Adenocarcinoma from bowel or stomach. 
(c) Uterine carcinoma 
(1) Cervix uteri 
(2) Corpus uteri 
(d) Thyroid carcinoma 
(e) Carcinoma elsewhere 
({) Melanomata 
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PATHOLOGY. 
The relalive frequency of the different types of neoplasm, as 
estimated from several series of cases, comprising 1,128 tumouis 
in all, is shown in the tollowing figures :-—- 


Cystadenomata — - per cent 
Carcinomata - per cent 
Cystic teratomata - per cent 
Papillary cystomata 5 per cent 
Fibromata - - per cent 
Sarcomata - - per cent 
Other varieties -  - 0.2 per cent 
(The nearest 0.5 per cent is given, except in the last case.) 


Macroscopical appearances. It is important that an operator 
should be able to form an opinion as to the nature of the growth 
at operation. It may be said that solid ovarian tumours are 
usually smooth on the surface when they are innocent, and rough 
and irregular when they are malignant. Malignant solid and 
cystic tumours are usually bilateral—especially when secondary—- 
and are often adherent. Still, none of these features can be accep- 
ted as diagnostic, for exceptions are very common. 

Microscopical appearances, Histological examination, as a rule, 
sets at rest any doubt as to the nature of the tumour. Neverthe- 
less, the two questions which quite often arise are :— 

1. What is the ontogenetic nature of the neoplasm ? 

2. What is the biological nature of the growth? Is it innocent 
or malignant ? 

Ontogenesis. \With regard to the first question, most authors 
describe ovarian adenomata as arising from active downgrowths of 
capsular epithelium, It is usually held that the capsular epithelium, 
Wolffian epithelium and cells of the membrana granulosa are the 
main sources of origin of lepidic neoplasms of the ovary. William- 
son described these sources of origin, although his illustrations 
suggest that he may be confusing endometrioma with other 
formations. 

Against the view that the capsular epithelium commonly 
invades the ovarian stroma and gives rise to innocent and malig- 
nant tumours are the facts that, while tubular spaces are common 
in ovaries, invasion by differentiated capsular (surface) epithelium 
is not; also there is rarely any capsular epithelium on the humar. 
ovary after adult life. Moreover, the tunica albuginea must form 
a barrier to deep penetration by the surface epithelium, Invagina- 
tions, however, of the capsular epithelium, such as are common 
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in the foetal ovary, may not infrequently be seen. When hyper- 
plasia of the epithelium occurs it is superficial, not penetrating, 
and, no doubt, this is the manner of origin of superficial papillary 
adenomata, Walthard’s suggestion, however, that lepidic neo- 
plasms may arise from developmental relics, such as Pfliiger’s 
tubules, vasa recta, the rete ovarii, and excretory ducts, seems 
reasonable, and it is supported by Goodall and others. 

The biological nalure of the neoplasm can best be discussed 
according to the type of growth. 


CERTAIN, NEOPLASMS OF INTRINSIC) ORIGIN FROM 
NorRMAL FUNCTIONAL TISSUES. 


Folliculoma, It is sometimes rather difficult to decide whether 
granulosa-cell tumours are innocent or malignant; histologically, 
however, clearly malignant tumours are usually recognizable. .\ 
point of interest is the high cestrin content, said by Robinson to 
be a feature of these tumours. Many ovule-like areas are seen in 
these tumours, but the ova are probably not formed anew, as is 
supposed by some, the spaces seen being caused by secretion from 
the cells. 

Luleinoma, It is very doubtful whether neoplasms arise from 
lutein cells, nor is it likely that they arise from interstitial cells. 


PAPILLARY NEOPLASMS OF INTRINSIC ORIGIN 
FROM DEVELOPMENTAL RELICS. 


The problem of the innocency or malignancy in terms of 
histological findings of papillary neoplasms is of interest. 

Frankly-innocent papillomala originate by hyperplasia of the 
lining membrane of pseudomucinous cysts with tooth-like pro- 
jections at first, which, when the cavity becomes enlarged, flatten 
out and disappear. If the papillary formation is more rapid than 
the secretion, as in the true papillary serous cyst, the cavity be- 
comes filled with growth. The low papillary outgrowths found in 
serous and, occasionally, also in pseudomucinous cysts as patchy 
wart-like excrescences having a tough fibrous avascular stroma, 
covered with a single layer of low columnar epithelium, should 
not be considered in this connexion, 

Occasionally in true papillary neoplasms the epithelium is 
ciliated. This is not common. Considerable differences in the 
activity of the columnar epithelium are to be noted, both in pseudo- 
mucinous cysts and in true papillary growths. In the latter there 
may be several layers of epithelium, vet the neoplasm is innocent 
—this type is capable of implanting itself locally. 
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Malignant papillary neoplasms, These may show solidity of 
structure, the stroma-cere of the papilla being dense; there is 
round-cell infiltration, the proliferation of the epithelium is con- 
siderable, mitoses numerous, and there is obvious invasion of the 
stroma by cells from the surface, Often the stroma is clear and the 
epithelium pleomorphic. 

Border-line papillary neoplasms in which there is irregularity 
and pleomorphism of the surface epithelium should be regarded 
as innocent neoplasms becoming malignant. One of the most 
confusing phenomena in these tumours is the overlaying of the 
epithelium by folding and sticking together of papille——this 
may be called ‘compaction.’ Care must be taken to distinguish this 
phenomenon from invasion. 


CERTAIN INTRINSIC AND Extrinsic NON-PAPILLARY 
MALIGNANT NEOPLASMS. 


First, it is important to determine whether the tumour is 
primary or secondary ; the clinical history, X-rays, and subsequent 
histological examinations help the surgeon to decide. 

(a) Primary tumours of intrinsic origin are either carcinoma, 
sarcoma, or mixed. Sarcoma and carcinoma-sarcoma, except 
when the primary growth is in the uterus, are always primary. 
Solid primary adenocarcinoma is not uncommon. 

(b) Primary malignant neoplasms, arising in tissues of inno- 
cent neoplasms, may occur in cystadenomata and in dermoids, al- 
though the frequency with which this is seen after the menopause 
is not high. When adenocarcinoma arises it is usually found in 
the solid portions of the tumour, and may be limited to a small 
area. It must not be forgotten that malignant disease may origi- 
nate in endometriomata of the ovaries. 

(c) Secondary neoplasms of extrinsic origin, the result of 
metastases, present much of interest, but little that is obscure, 
except, perhaps, the manner or channels by which cells from the 
primary tumour in the bowel, stomach, breast, and thyroid, find 
their way to the ovary. When there is not any primary growth fun- 
gating into the peritoneal cavity it is generally believed that 
dissemination is by the lymphatic channels, but actual demonstra- 
tion is difficult; moreover, no intermediate metastasis may be 
found. Hence the removal of secondarily involved ovaries after 
the primary growth has been satisfactorily treated may effect a 
cure. Squamous-cell carcinoma of the ovaries, secondary to a 
vrowth of the cervix treated by radium, has been seen several 
times—otherwise it is rarely encountered. 
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(d) Secondary neoplasms of the ovaries by direct invasion are 
usually sequels to carcinoma of the bowel, Fallopian tubes, or 
carcinoma of the body of the uterus. 


THE CHEMISTRY OF THE CONTENTS OF OVARIAN Cysts. 
[Examinations have been made of the contents of the various 
types of cysts. Much of interest has been noted. 


CLINICAT, FEATURES OF OVARIAN NEOPILASMS. 


The relation of age, parity, and other points in the histories 
of the patients, and the frequency of unilateral and bilateral neo- 
plasms are worthy of note, but they show little difference between 
innocent and malignant neoplasms. 


DIAGNOSIS. 

Difficulty arises most commonly in respect of bilateral tumours 
of a solid or papillary nature, especially as free fluid is often 
associated with both the innocent and malignant. The points 
to consider are: the presence or absence of a primary malignant 
growth, masses in the liver, occurrence of adhesions, age and 
general condition of the patient. Ascites depends on whether 
the tumour is sufficiently free and out of the pelvis to irritate the 
peritoneum, or whether there are implantations in the general 
peritoneal cavity. Cases may be quoted to illustrate the many 
difficulties and pitfalls that may be encountered, 

TREATMENT. 

The only treatment considered is surgical, Innocent tumours 
require removal, but an effort should always be made to con- 
serve some normal ovarian tissue, In malignant ovarian disease 
X-rays and radium appear to do more harm than good. Chemo- 
therapy with lead may help, but in these circumstances it is 
usually combined with surgery. If the tumour rises above the 
pelvic brim, laparotomy is advised, but attention is drawn to the 
advantage of the vaginal route, during pregnancy, for removing 
cysts in the true pelvis. Long incisions are favoured for the larger 
cystadenoma in people of middle age, owing to the possibility of 
malignant disease and adhesions, which are more easily separated 
if the cyst is untapped. The danger of the disease spreading by 
way of adhesions between malignant neoplasms and neighbouring 
structures is worthy of attention. It is essential to remove both 
adnexa and fundus uteri in all doubtful and malignant cases even 
if the growth appears localized to one side; this procedure should 
be practised in every case after the menopause. 
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Ovarian Tumours from the Pathological Aspect. 


By Tuos. G. Stevens, M.D. (Lond.), F.R.C.S. (Eng.), F.C.0.G., 
M.R.C.P. (Lond.). 


Obstetric Surgeon, St, Mary’s Hospital, London; Senior Obstetric 
Surgeon, Soho Hospital for Women. 


THe pathology of ovarian tumours is a peculiarly difficult subject 
because, in the present state of our knowledge, it is impossible 
to establish the source of epithelial tumours of the ovary with any 
certainty, The common tumours met with (cystic adenomata and 
carcinomata) are essentially growths of columnar epithelium, and 
there is no columnar epithelium in the adult ovary. The germinal 
epithelium, cuboidal in character and really a derivative of the 
ceelomic endothelium, is in no way comparable to the columnar 
epithelium found in all gland-like structures derived from the primi- 
tive endoderm. Without casting any doubt that epithelial structures 
have great powers of metaplasia, it seems to be unlikely that an 
endothelium of mesodermal origin can by any form of metaplasia 
give rise to a growth of typical columnar epithelium. This hypo- 
thesis, however, may well be challenged when it is remembered 
that the Miillerian duct, itself a derivative of the coelomic 
endothelium, gives rise to the columnar epithelial lining of the 
uterus and oviduct. The lining of the uterus and the germinal 
epithelium, however, are not really in the same category ; the one 
represents an adult organ derived from an embryonic structure, 
the Milerian duct ; the other is merely altered coelomic endothelium 
without the intervention of any embryonic tubular structure. The 
germinal epithelium and its down-growths into the ovary, which 
are the source of the Graafian follicles, have always been looked 
upon as the sources of the epithelial tumours of the ovary, but, 
personally, | have never been able to believe that this is true. At 
no time in the life history of a Graatian follicle is there any structure 
lining it at all comparable to an epithelium. The granulosa cells, 
actively proliferating and forming many layers, never at any time 
behave like an epithelium, and [| feel convinced that new growths 
of an epithelial nature are not, and cannot be, derived from them. 
The granulosa cells are short-lived, concerned, probably, with the 
nutrition of the maturing ovum and, perhaps, with the production 
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of one of the ovarian hormones, but too evanescent to play any 
part in the formation of any epithelial new growths. I am not 
quite convinced that the granulosa cells play any part in the 
formation of the lutein cells of the corpus luteum. 

For these reasons | feel convinced that we must look elsewhere 
for the origin of epithelial tumours of the ovary. When we 
remember that in every other organ of the body which breeds 
epithelial tumours the source is from similar epithelial cells lining 
gland structures or covering a surface, it has always seemed to 
me to be unreasonable to imagine an unusual pathology for the 
ovary and be content to look upon the germinal epithelium as 
the source of epithelial tumours. If, as Goodall maintained in 1912, 
it could be shown that the ovary is really developmentally a tubular 
organ like the testis, then our difficulties would vanish, even though 
it must be understood that only an occasional trace of the tubular 
structure remains in the adult organ. Goodall’s researches included 
section-cutting in series of numbers of embryonic and fully-formed 
ovaries, animal and human, and in so many were peculiar tubules 
found that he formulated the conception that the ovary contained 
tubules essentially like those of the testis, a rete ovarii and vasa recta 
which traversed the organ but disappeared almost entirely when 
the organ was fully formed at birth. If only an oceasional tubule 
of this series persisted in the ovary, like all aberrant structures it 
would be likely to have abnormal propensities and prove to be the 
source of new growths, Unfortunately, so far as 1 am aware, 
Goodall’s work has not vet been confirmed, [tis a most laborious 
business cutting serial sections of ovaries; they are very tough and 
do not lend themselves well to the process. In my own limited 
work on the ovaries of voung children and infants | have come 
across occasional tubular structures which, at the time, | passed 
by as | was not particularly interested in them, but which now | 
feel convinced must be remnants of an original tubular structure 
in the ovary. 

For my own-part | uphold the work of Goodall, and it) would 
thus appear that not every woman is capable of producing an 
epithelial tumour of the ovary at all, but only those unfortunate 
individuals who happen to retain a trace of an ovarian tubular 
system. This is not a new conception of growths, for is it not true 
that not every woman can produce an ovarian embryoma, a sacro- 
coceygeal tumour or a sequestration dermoid, but only those 
individuals who happen to have that rudimentary toti-potential 
cell or other embryonic: structure included somewhere in- their 
bodies from which these tumours generally are believed to be 
derived ? 
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There is another aspect of the epithelial tumours of the ovary 
which deserves consideration and which, | think, has not been much 
discussed, and that is: Why does the multiocular cystic adenoma 
of the ovary secrete pseudo-mucin? As far as I know there is no 
other cystic new growth found in the human body which secretes 
this substance. The Graafian follicle retention cysts never produce 
it; the peritoneum never secretes it (pseudo-myxoma_peritonei 
produces much of it, but it is the growth, not the peritoneum, which 
is the source); so where does it come from? I suggest that it is 
the normal secretion of the tubular system of the ovary when any 
part of it persists. An alternative suggestion is that it is the 
product of necrosis of shed epithelial cells, but if that were the 
case it ought to be found in other cystic adenomata. 

In the light of our knowledge of the endometriomata it is 
worth considering whether these parasitic growths in the ovary 
may themselves be the sources of other new growths. Given 
a mass of endometrial tissue in the ovary it is no long flight of 
imagination to conceive that it might give rise to adenomata and 
carcinomata, just as the uterine lining will produce these growths. 
lam not aware, however, that the endometrium will secrete pseudo- 
mucin in any circumstances, so that it is unlikely that the 
common cystic adenoma of the ovary arises in this way. I am, 
however, not at all sure that a carcinoma of the ovary does not 
sometimes arise from an endometrioma, We meet with such diverse 
types of primary ovarian carcinoma that it seems possible that 
more than one source is present. Whatever we may believe to be 
the origin of endometriomata of the ovary, the resulting micro- 
scopic entity may well be the progenitor of a mass of endometrium 
or an epithelial new-growth, benign or malignant, 

While casting doubt upon the view that epithelial new growths 
arise from the germinal epithelium, the rather uncommon non- 
malignant papilloma, the warty ovary, from its very nature and 
microscopical appearance, arouses the suspicion that these doubts 
are unwarranted. But is the warty ovary an epithelial new-growth 
at all? Is it not really a massive overgrowth of the tunica 
albuginea, for some unknown reason producing wart-like pro- 
jections merely covered by germinal epithelium which keeps pace 
with their growth? If it could be shown that the common papilli- 
ferous carcinoma of the ovary ever originated as a malignant 
transformation of a warty ovary we should then have some proof 
that a new growth had originated from the germinal epithelium. 
There is, however, no evidence that such a transformation ever 
occurs, In my opinion a papilliferous growth of the ovary which 
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shows malignant properties always has been malignant, and is not 
a transformation of a benign growth. 

In this connexion it is difficult to prove that any benign growth 
in the body ever becomes malignant by some subtle change in its 
elements. Does a cystic adenoma of the ovary ever become 
malignant if left long enough? | believe not—it kills the patient, 
but not by assuming malignant properties, Some cystic adenomata 
have loculi containing papilliferous ingrowths quite indistinguish- 
able from a papilliferous carcinoma. These, | consider, stamp the 
growth as potentially malignant from the first, just as a villous 
papilloma of the bladder is always potentially malignant and if 
left alone long enough always shows malignant properties. 

Before leaving the question of the source of ovarian growths, the 
view that they are really embrvomata or teratomata cannot be 
overlooked. The common cystic embryoma or, as it is often called, 
the ovarian dermoid is a clear-cut growth, as a rule, containing 
any tissue to be found in the human body: sometimes only 
epidermal tissues are found, but more often tissues from all three 
germinal layers. 

It is hard to believe that a cystic adenoma, secreting pseudo- 
mucin, can represent an embryoma, columnar epithelium and 
connective tissue developing to the exclusion of all the other 
embryonic elements. A cystic adenoma and an embryoma may 
occur together in the same tumour, but this presents no great 
difficulties, for there is no more reason why a cystic adenoma should 
not arise in an embryoma of the ovary than that a squamous 
epithelioma should not do so, which is a well-known phenomenon. 

In the same way a malignant embryoma of the ovary is malig- 
nant because its connective tissue stroma is composed of cells 
of such a lowly order that they represent a sarcoma. Whereas the 
original tumour showed epithelial pearls, cartilage and any number 
of diverse tissues in a sarcomatous stroma, the metastatic growths 
may be sarcomatous only. These well-known examples of a new- 
erowth arising in another new-growth do not afford real evidence 
that a cystic adenoma is an embryoma in which one tissue has 
developed to the exclusion of all the rest. 1 will not weary you 
with a recapitulation of the various theories of the origin of 
embryomata, but assuming that they are derived from some 
undifferentiated toti-potential cell derived from the segmentation of 
a fertilized ovum, is it likely that such a cell would develop into a 
cystic adenoma instead of that conglomeration of tissues which we 
call an embryoma? I cannot see that we have any parallel in the 
human body for such an hypothesis. 

I once saw an embryoma of the testis, which recurred after 





260 _ Journal of Obstetrics and Gynecology 


removal, in the form of a pure chorion-epithelioma of the nose in 
aman! This, however, was no argument that chorion-epithelioma 
is really an embryoma, but only that a malignant growth arising 
in an embryoma recurred as such. 

These general, and rather rambling, remarks represent the 
thoughts which have arisen in my mind over a period of years, 
many of which have been spent in the microscopic contemplation 
of new-growths of every description. While these remarks lead 
nowhere at the moment, they will, | hope, form a basis for dis- 
cussion, and may even stimulate some enthusiast to carry Out 
histological researches to try and arrive at the truth. 

To leave the general and come to the particular, a few unusual 
ovarian tumours met with in our work merit a little consideration 
at our hands. Of the benign tumours of the ovary, the fibroma 
at one time provoked lively discussions, It was variously described 
as a fibroma or a sarcoma, according as it had a sparse or luxuriant 
cellular content. Now we know that as long as this growth has 

fibrillated stroma (it matters nothing whether its cells are few 
or many) it is a benign growth, and, further, apart from the 
malignant embryoma, sarcoma is one of the rarest of ovarian 
tumours. In any doubtful connective tissue tumour a_ section 
stained with Van Geison’s stain will demonstrate the presence or 
absence of a fibrillated connective tissue stroma and usually settle 
the question of malignancy. 

Endothelioma of the ovary is an uncommon growth and is 
sometimes called by other names by pathologists. | am, however, 
convinced that it exists, both as a benign and as a malignant 
growth. One of the benign forms always provoked discussion. 
I mean that form in which there is a plentiful fibrous stroma 
enclosing masses of cell elements, among which calcareous nodules 
are often to be seen, Three specimens of this type of growth were 
described and figured in the Journal of Obstetrics and Gynecology 
of the British Empire in 1930 by Dr. Amy Fleming of Glasgow. 
In her paper a conclusion as to their nature was not arrived at. 
Incidentally, it is worth while remembering that growths of endo- 
thelial origin, benign or malignant, often produce calcareous 
nodules among the endothelial cells, without any other signs of 
degeneration, This has always been well known in the case of 
the psammoma of the meninges, but, as far as | am aware, has not 
been stressed in the case of other endothelial tumours. On the 
other hand, carcinomata seldom show calc areous changes, and_so 
their presence may help to deci ide tl the nature of a f a doubtful tumour. 

“These endothelial growths of of the ovary Sometimes grow row to a 
considerable size, and then have an irregular bossy surface, unlike 
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the usually smooth fibromata. They seldom show any cystic 
cavities and in this form are not and do not become malignant. 
It is interesting that similar small endothelial growths are found 
sometimes in the broad ligament apart from the ovary. 

The fimbrial cyst. Formerly, what we now call fimbrial cysts 
were all classed as parovarian or broad ligament cysts. It is now 
clear that broad ligament cysts derived from Wolffian remnants 
are distinct from fimbrial cysts and have different characters. 
The fimbrial cysts have precisely the same characters as unilocular 
and multilocular ovarian cysts, the former containing watery, and 
the latter pseudo-mucinous fluid. The fimbrial cyst always grows 
in the edge of the infundibulo-pelvic ligament, close to the ovary, 
with the ovarian fimbria of the Fallopian tube spread over it. What- 
ever the true origin of unilocular ovarian cysts and multilocular 
cystic adenomata, fimbrial cysts must have the same source. They 
differ so markedly from broad ligament cysts that, in my view, they 
cannot. be derived from Wolffian remnants. It seems highly 
probable that the ovary often has small outlying portions in the 
edge of the broad ligament, and that fimbrial cysts arise from these. 

Malignant ovarian tumours. Much discussion has taken place 
over the primary nature or secondary origin of malignant ovarian 
tumours. The commonest primary malignant tumour is the cystic 
papilliferous carcinoma, arising in one ovary and rapidly infecting 
the other, so that both are usually involved however early an 
operation may be performed. Widespread dissemination, especially 
in the omentum, and ascites are characteristic of these growths. 
On the other hand, various histological types of carcinoma may 
occur in which the growth is confined to one ovary. This contrasts 
clearly with the secondary ovarian carcinomata, which are usually 
bilateral. As is well known, the sources of these secondary growths 
are the intestine, stomach, gall bladder and breast. A primary 
breast tumour is seldom overlooked as a source of secondary 
ovarian growths, but it is almost the rule that a primary intestinal 
or gastric growth is not even suspected when secondary ovarian 
{tumours begin to cause symptoms. The path by which secondary 
growths in the ovaries arrive must, of necessity, cause discussion, 
because there is no histological evidence of the route taken. It is 
generally believed that the malignant ‘‘seed,’’ shall I call it ? travels 
by way of the lvmphatics, by the side of the aorta, and the com- 
paratively common occurrence of a malignant gland in the neck 
in gastric cases lends support to this view, the path being upwards 
instead of dowwards. On the other hand, it is believed by some 
authorities that microscopic fragments of growth find their way 
by lymphatics into the peritoneal cavity, and then become im- 
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planted directly on the ovaries, Why the ovaries should suffer 
in this way, rather than any other abdominal organ, is mysterious, 
but not more so, | think, than metastatic cancer in bones far 
removed from the original source. It is just possible that the 
germinal epithelium is more easily attacked than the peritoneal 
endothelium in general. Indeed, we may with some reason tabulate 
a descending scale of vulnerability in the abdomen ; the ovary being 
the most, then the omentum, the parietal peritoneum, and, ‘finally, 
the visceral peritoneum being the least vulnerable. 

Of the secondary ovarian carcinomata, the so-called Krukenberg 
tumour has given rise to the most discussion, Its characteristics 
are clear and unmistakable, being composed of small alveoli of 
large epithelial cells, often in a single row, showing droplets of 
fluid within, which push the nucleus on one side and so produce 
the ‘‘signet-ring’’ formation. The stroma consists of embryonic 
connective-tissue cells, and thus has a somewhat sarcomatous 
appearance. These characters are exactly those of that diffuse 
carcinoma which produces the well-known  ‘‘leather-bottle”’ 
stomach, and for my part | do not think the Krukenberg tumour 
ever follows any other kind of carcinoma. 

One of the mysteries of ovarian carcinoma is its occasional 
occurrence along with columnar-celled carcinoma of the body of 
the uterus. It might have been supposed that this would be a 
common combination, when we remember that the lymphatic path 
from the body of the uterus follows the ovarian vessels over the 
pelvic brim, but how seldom we see it! When it does occur there 
is usually no evidence to show whether the uterine or ovarian 
growth was the original tumour. 

In concluding my remarks I should like to point out that the 
accidents which happen to ovarian tumours, torsion of the pedicle 
and rupture of a cyst, have a pathological aspect of some interest. 
We are all familiar with the immediate effects of torsion of a 
pedicle, varying in degree according to the amount.and tightness 
of the twist. Venous congestion, hemorrhage into the tumour 
and broad ligament, or complete stoppage of all blood supply to 
the tumour are common occurrences. The late results of complete 
deprivation of circulation are not often seen, but the sequence of 
events is interesting : the whole tumour dies and infection of the 
surface invariably occurs from intestinal organs. Obviously, 
the inflammatory changes thus set up can only show themselves in 
the intestinal peritoneum, omentum or abdominal walls, not in 
the dead tumour, for=circulation of blood is necessary for an 
inflammatory reaction to occur. Adhesions form between all 
structures in contact with the tumour, and if the infection is 
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virulent enough pus formation will follow. The pus will collect 
between the tumour and the adherent structures, not in the tumour 
itself, for when there is no circulation there can be no pus. | have 
always taught that this must be the sequence of events, but | had 
to wait until three years ago before | met with a case in which pus 
formation occurred in connexion with a twisted pedicle. In that 
case there was a large abscess between the tumour and intestines. 
but no pus had been formed in the tumour. Formerly the term 
‘“‘suppurating ovarian cyst’? was often used, but the fact 
is that suppuration practically never occurs in ovarian cysts, if we 
leave out those cases of tubo-ovarian abscess in which infection 
of a recently ruptured Graafian follicle occurs in) connexion 
with an active purulent salpingitis. The fluid of cystic embryomata 
has often been, quite erronously, described as purulent. 

Rupture of a unilocular ovarian cyst is a very rare occurrence ; 
when rupture does occur it is usually one loculus of a cystic 
adenoma which is at fault. Rupture of a loculus occurs as a result 
of degeneration of the wall, following pressure necrosis, the site 
of rupture being always preceded by a change in colour of the 
capsule from pearly grey to yellow. Psuedo-myxoma peritonet is 
always the result of rupture of a loculus of a pseudo-mucinous cyst, 
and means that the condition at the time of rupture was undiagnosed 
and left alone. 

In these short remarks | have attempted to touch upon those 
points in connexion with the pathology which seemed to me to be 
of interest and to merit discussion. I have purposely left out 
such weird tumours as gyroma of the ovary, whatever it may mean, 
and have made no attempt to discuss granulosa-cell carcinoma, the 
existence of which, in my view, is very difficult to prove. 





V 


The Clinical Aspects of Ovarian Tumours. 


By Beckwith WHITEHOUSE, 
M.S., M.B. (Lond.), F.R.C.S. (Eng.), F.C.O.G. 


Professor of Midwifery and Gynecology, Universily — of 
Birmingham; Hon. Gynecological’ Surgeon, General 
Hospital, Birmingham. 


THE last 25 years have seen the publication of several important 
contributions from British gynecology to our clinical knowledge 
of ovarian neoplasms. Among these | would single out especially 
the work of Munro Kerr,’ Archibald Donald,’ Bride,*and Green- 
Armytage,* all of whom have analysed long series of cases and 
published their conclusions thereon. 

In the preparation of this paper I have drawn freely upon the 
data provided by these observers. In addition | have made use of 
clinical records of the last 200 consecutive cases of ovarian neo- 
plasms from my own clinic, analysed for purposes of comparison 
on the same basis as Bride’s figures published in the Edinburgh 
Medical Journal last year. Our combined observations are shown 
in the Tables, and I regret that Green-Armytage’s figures, 
recently published, came under notice too late to be incorporated. 
With regard to the type of case considered, strict attention has 
been given to the meaning of the word ‘‘tumour.’’ Lutein, theca- 
lutein and “‘tarry’’ cysts (endometriomata) have, therefore, been 
rigidly excluded. I experienced some doubt as to the wisdom of 
incorporating fimbrial cystomata and cystic embryomata, but inas- 
much as these ‘‘tumours’’ are included in all the published series, 
I felt justification in doing likewise. It is not my prerogative to 
discuss points of pathology, and I have, therefore, merely indi- 
cated in Table I, the incidence and frequency of the various types 
of tumour which have furnished the clinical details in the succeed- 
ing tables. 

From the standpoint of symptoms and physical signs little is 
to be gained from attempting to correlate the same with any 
particular type of simple tumour arising from the ovary. They 
are to all intents and purposes identical in all varieties, the only 
factors which modify this statement in any way being rapidity of 


growth and immobility. Thus the slowly growing cystic embry- 
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oma is more likely to suffer from complications such as infection 
or torsion, while large fimbrial cysts, or intra-ligamentary 
cystadenomata, exert pressure and produce local pelvic symptoms 
at an earlier date than neoplasms which rapidly reach the general 
abdominal cavity. From the practical point of view, therefore, 
the most useful classification is the simple and time-honoured 
division into benign and malignant neoplasms, irrespective of 
pathological type. 


Age incidence. (Table 1). 


The average age in both Bride's and my own series was, 
strangely enough, absolutely identical, viz. 42. My youngest 
patients were two girls of 16, one of whom had a large cystadenoma 
and the other a malignant teratoma. The oldest cases were one of 
carcinoma at 72 and sarcoma at 74. 


The years 30 to 60 provide by far the most material, my actual 
figure being 6y.5 per cent of the whole. 
The average age of carcinoma, based on a series of 44 cases, Is 
47, the youngest patient being 25 and the oldest 72. Sarcoma 
occurred four times, the ages varying from 21 to 74. If teratomata 


are included no age, therefore, is immune from the possibility of 
development of a malignant neoplasm. 
> 


Fertility. 


The influence of civil state and fertility is indicated in Tabie IL. 
It will be noted that 160 of my patients were married or widows, 
and only 4o single women. These figures confirm Bride's 
observation that John Williams was incorrect in his statement that 
ovarian neoplasms are relatively more frequent in the unmarried. 

A high percentage (80 per cent) of the women were fertile, and 
of these 50 per cent never aborted at any time during their period 
of fertility. Indeed, the number of pregnancies at term in many 
instances was remarkable, a figure of six or over being not at 
all uncommon. One case warrants special observation. The 
mother of two children had right ovariotomy performed for a large 
cystic embryoma. She subsequently had two more healthy 
children, and later came under observation with another pelvic 
tumour. This proved to be the left ovary enlarged by four 
separate and distinct dermoids. The two ovaries in this patient 
had, therefore, produced four healthy children and five embryo- 
mata, a rather unusual record, 

In five only of my cases, or 3.2 per cent of the total, had 
repeated abortion occurred, a fact which shows that ovarian 
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neoplasms have little, if any, influence in the production of 
abortion. It is not uncommon, apparently, for an ovarian tumour 
to be discovered for the first time during the puerperium. This 
was the case in six of my cases. In two others the growth was 
found in patients admitted to hospital for abortion. 

In one woman I performed ovariotomy during pregnancy at the 
end of the 24th week, and a corpus luteum could not be detected in 
the remaining ovary. The pregnancy continued to term. In 
another instance a suppurating dermoid was removed intact 
during pregnancy at the 12th week, and this gestation also pro- 
gressed to a normal conclusion. 


SYMPTOMS. 

The complex subject of symptomatology is best considered, | 
think, under the classification adopted by Bride. | have accord- 
ingly analysed my series of 200 cases upon a similar basis, and 
these are incorporated for comparison with Bride’s figures in 
Tables IV and V. Table IV shows the symptoms associated with 
benign tumours and Table V deals similarly with the malignant 
group. 


Abdominal swelling. 


The most constant symptom in both simple and malignant 
cases is enlargement of the abdomen. Sixty-nine per cent of the 
former and 88 per cent of the latter are actual figures in my series. 
Although general increase in size of the abdomen is often noted 
by patients it is not uncommon for them to fail to appreciate the 
presence of a lump, and the symptom is often attributed to 
obesity. A suspicion of pregnancy is also raised if the appearance 
of the abdominal swelling happens to coincide with amenorrhoca 
and irregular menstruation of the menopause. 


Pain. 

Pain either unilateral or bilateral is also in my experience a 
common symptom both in simple and malignant neoplasms. In 
67 per cent of my benign cases pain is noted in the clinical histories. 
In many this does not amcunt to more than local discomfort, and 
this may account for the discrepancy which is apparent in Bride's 
and my figures. | agree that in the malignant group pain is more 
frequent, more severe and earlier, but the fact remains that in 
simple tumours painful impressions or local discomfort are com- 
monly the symptoms which first bring the patient under observa- 
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tion. {If backache and “bearing down’’ are included the figures 
are even higher, and 13 per cent only can be regarded as being 
entirely free from a painful complex. Should any degree of 
uterine prolapse be present the increase of intra-abdominal tension 
naturally increases the disability and the ‘bearing down’’ pain 
associated with the displacement. 


Alimentary symploms. 

Digestive troubles, either pain after food, nausea or actual 
attacks of vomiting, occurred in 29 per cent of my simple cases and 
41 per cent of the malignant. The higher figure in the latter is 
accounted for by the fact that in many cases the ovarian carcinoma 
is secondary to a primary growth in relation with the alimentary 
tract. 

In simple tumours the incidence of digestive disturbances varies 
directly with the size of the growth and is naturally most evident 
with the largest tumours. 

Vomiting also commonly occurs in cases which at operation 
show evidence of sub-acute or chronic torsion of the pedicle, even 
with quite small tumours, the cause being apparently a reflex 
phenomenon. 


Loss of weight. 


It will be noted that a wide difference is apparent in the figures 
relating to nutritional disturbance between the simple and malig- 
nant groups. Loss of flesh as a clinical symptom is recorded in 
54 per cent of the malignant cases as against 14 per cent in the 
simple tumours, and I am inclined to regard this as an important 
diagnostic point. 


It is a matter of some interest to me to note that | do not now 
sce the immense simple tumours of the ovary associated with 
wasting, dehydration of the tissues, and the historical ‘facies 
ovarica’”’ which I can recall as a student some 25 years ago. | have 
not seen one during the last ten years, and I doubt very much 
whether the present generation of students in this country knows 
the condition apart from textbook pictures. In the East where, 
according to Green-Armytage, patients delay longer in coming 
for operation, very large tumours with their attendant symptoms 
are correspondingly more frequent. 


Micturition. 


Bladder symptoms occur on occasion with all types of 


ovarian tumour. In both the simple and malignant groups 
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about a quarter of the cases complained of frequent micturition. 
The symptom appeared to be most frequent with the fimbrial 
dermoid and solid pseudomyxomata groups. Indeed, all the 
pseudomyxomata with spontaneous intraperitoneal leakage were 
accompanied by frequency, and bladder irritation is an early symp- 
tom in many malignant ovarian tumours. Actual retention is 
uncommon in my experience and pain is more frequent and severe 
in the malignant group. This is usually due to actual involve- 
ment of the bladder wall by the neoplasm or metastases. In one 
case the patient was admitted to hospital for hamaturia, and the 
case was transferred to the gynecological clinic from the general 
surgical wards when the pelvic tumour was discovered. 


Menstruation. 


The influence which ovarian tumours exert upon ovulation and 
the menstrual function is very slight. In 45 per cent of Bride's 
and my simple cases menstruation was regular and normal. 
Twenty-eight per cent of the women were over the menopause, and 
if these are included it is evident that 70 per cent are entirely free 
from any menstrual disturbance whatsoever. 


Amenorrheea as a pathological symptom ts very unusual. It 
certainly occurred in four per cent of the combined series of simple 
tumours, and in five per cent of the malignant cases in women 
below the age of the menopause. In the latter all the patients 
showed evidence of wasting, and | am inclined to attribute the 
amenorriwea to the fact that the reproductive function was in 
abeyance owing to attrition rather than to destruction and absence 
of maturing follicles. 


It is most unusual for ovarian neoplasms to interfere with 
ovulation even if both ovaries are involved. On more than one 
occasion I have seen a recent corpus iuteum in ovarian tissue 
incorporated in the cyst wall of a multilocular tumour, This must 
be the experience of others also. 

Post-menopausa! metrostaxis is occasionally noted both with 
simple and malignant tumours. It occurred in nine of my benign 
neoplasms (cystadenomata) and naturally suggested the possibility 
of a co-existing malignant growth. All the patients were subjected 


to hysterectomy, but in no instance was the suspicion of malig- 
nancy confirmed. I find the symptom difficult of explanation, as 


I do not accept the usual theory of local congestion or interference 
with the venous return. 
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Dyspareunia, 

As a clinical symptom this may be neglected in relation to 
ovarian neoplasms. It was noted in two of my cases, in each 
instance a fimbrial cyst partly impacted in Douglas's pouch. 

Summarizing these various observations, | think we may say, 
therefore, that the clinical picture commonly presented by a benign 
ovarian neoplasm is that of a married, fertile woman at or about 
the age of 40, who exhibits a greater or less degree of abdominal 
enlargement, and who complains of slight unilateral or bilateral 
hypogastric discomfort. The menstrual function is normal, and 
there may be some frequency of micturition. There is not, 
necessarily, any general wasting although there may be slight 
digestive disturbance. The symptoms may be of slow or rapid 
growth according to the pathological type of neoplasm present. 

Malignancy will be suggested by the shorter clinical history, 
the general loss of flesh, the presence of ascites, the earlier onset 
and greater severity of hypogastric pain, and the occurrence of 
painful as well as frequent micturition. The patient is commonly 
past the menopause or, at any rate, towards the end of the fourth 
decade. 


Mortalily. 

1 now turn to the second, and perhaps the most important 
aspect of my subject, the question of treatment, and in the first 
place direct your attention to the question of mortality in relation 
to operations for ovarian tumours. Munro Kerr, in 1gog, made ihe 
following observation :— 


“On looking over the complications and difficulties in a 
series of 250 ovariotomies, the first thing that struck me was 
that the mortality is very much higher in my series of ovario- 
tomies than in my series of hysterectomies for fibroid tumours 
of the uterus.”’ 


The mortality of the former was 4.4 per cent as against two 
per cent for hysterectomy. 

In Table Vi is shown the operative mortality associated with 
five published series of results covering well over 1,000 cases, and, 
therefore, presumably entirely reliable. The net mortality is 4.6 
per cent, a figure almost identical, in fact, with Munro Kerr's 
original observation. 

The mortality is undoubtedly increased by the inciusion of both 
malignant and simple neoplasms in one series, as the operative 
risk is much higher in the former. This is indicated in 
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Green-Armytage’s, Bride's, and my own records, but even if 
carcinomata are eliminated a four per cent operative risk must stil! 
be faced. There is, | think, still an impression among general 
surgeons that ovariotomy, as compared with hysterectomy, is a 
simple and safe operation. This view, in the cold light of statistics, 
is erroneous. Ovariotomy, we all iknow, can be, and often is, a 
very simple matter, bui on the other hand the operation may be 
extraordinarily difficult. However simple a case appears to be 
superficially, I] think it cannot be too strongly emphasized that a 
surgeon should not essay an operation for any ovarian tumour, 
simple or malignant, unless he is prepared to negotiate all the 
intricacies of pelvic surgery, including the possibility of a very 
difficult hysterectomy. [ well remember the first ‘simple’? ovari- 
otomy I ever tackled. It proved to be a large unilocular broad 
ligament cyst, containing small sessile papillomata. In dissecting 
out the wall, a ureter was divided. This was sutured with some 
difficulty, and the patient fortunately made a normal recovery. It 
was a lesson to me, however, ever afterwards to proceed very 
warily with all apparently ‘‘simple’’ ovarian neoplasms. 

Several factors contribute to the reasons why greater risk is 
attached to ovariotomy than hysterectomy for fibroids. In the first 
place there is the matter of adhesions. These are commonly 
present and are often very dense and vascular. In my series 42 per 
cent of the tumours were complicated by adhesions to the 
abdominal peritoneum or neighbouring viscera. Munro Kerr 
found adhesions in 30 per cent of his cases. The separation of 
intimate adhesions is a time-absorbing and dangerous procedure. 
If at all widespread, a good deal of blood is lost by diffuse oozing. 
Further, the large raw area exposed and the handling of tissues 
favours the liberation and absorption of histamine, and the pro- 
duction of severe surgical shock. Finally, there is the risk of 
opening into the lumen of adherent bowel, sometimes a very real 
possibility in spite of every care. 

Another potential cause of danger in dealing with ovarian 
eystomata commonly absent in the case of uterine fibromata 
is the greater liability of the former to septic infection and, when 
present, the greater risk of contaminating the general peritoneum. 

Finally, as pointed out by Munro Kerr, it is far easier and, 
therefore, safer in the case of sessile or intraligamentary tumours 
to enucleate and remove a solid than a cystic neoplasm. Green- 
Armytage records a mortality of 7.27 per cent in a series of 110 
operations for broad ligament cysts, 
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In my series of 200 operations the causes of the fatal issue in 
the ten deaths are as follows :— 
(a) Surgical shock from) separation of widespread 
adhesions, and intraperitoneal oozing - - 4 cases 
(b) Acute intestinal obstruction = Jat) ta ve 1 case 
(c) Peritonitis, following drainage of adherent 
suppurating multilocular cyst, complicated 
by uterine fibroids. Cyst impossible to 
remove - = = = = ee I case 
(d) Acute bronchitis and hernia of small intestine 
through laparotomy incision - - - I case 
(ce) Bronchiectasis, six weeks after ovariotomy. 
No abdominal symptoms - - = = I case 
(f) Hypostatic pneumonia - - 2 = = I case 
(g) Melana, eight weeks after ovariotomy for re- 
current carcinoma of the remaining ovary 
in a patient whose uterus and other ovary 
had been removed one year previously -  - — 1 case 
Cases (e) and (g) might reasonably be excluded on the ground 
that the fatal issue was not immediately post-operative, but they are 
included for the sake of completeness. It is interesting to note 
that eight of the deaths occurred in the first 50 cases that I 
looked over, and only two in the remaining 150, a fact which 
emphasizes once again the importance of not drawing conclusions 
from too small a series of observations. 


Operalions for ovarian tumour. 

The actual operations performed in Bride's and my cases are 
indicated in Table VII. It will be noted that a considerable 
difference exists between the surgical procedures adopted in our 
two series. Bride favours hysterectomy, preferably sub-total, and 
his hysterectomies amount to 44 per cent of the total. I have 
reserved hysterectomy (a) for cases in which both ovaries were 
obviously diseased, (b) in which the uterus, in addition, was the 
seat of fibroids, or (c) in which it was productive of hamorrhage 
which suggested malignancy and rendered its removal imperative. 

In both our series the mortality was the same, viz., five per cent, 
and perhaps I have been too conservative in relying upon simple 
ovariotomy in a little over 70 per cent of my cases. 

In view of the preceding remarks the question will at once 
suggest itself as to why in 21 cases I deliberately performed 
double ovariotomy and did not also remove the uterus. The reason 
is that this group is composed almost entirely of advanced 
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malignant neoplasms in which not only the uterus, but.the parietal 
peritoneum and omentum were involved. These are cases which 
are commonly regarded as hopeless, and on exploratory laparotomy 
the abdomen is closed without anything further being attempted. 
For some years now my practice in this type of case has been to 
remove both ovaries and to excise as much omentum as possible. 
The patient has subsequently been treated either by transfusion 
of blood from a young individual, injection with an autogenous 
vaccine of malignant cells, or by colloidal lead. Rightly or 
wrongly I am coming to the conclusion that the ovary contains, 
in certain cells, or in one of its hormones, a growth-stimulating 
factor or vitamin essential for the development and nutrition of 
the decidua and embryo. This factor, at present largely but not 
entirely hypothetical, may I think be the cause of the rapid cell 
proliferation both in simple and malignant ovarian neoplasms, 
primary or secondary. 

For this reason alone, apart from other chvious considerations, 
I always remove both ovaries in all malignant neoplasms. 

I cannot claim that the results are of outstanding importance, 
but at least six women are alive to-day after operation three years 
ago in whom the prognosis at the time appeared to be entirely 
hopeless owing to, peritoneal metastases and ascites. — Bride 
observes that none of his eight cases with ascites survived longer 
than nine months after operation, 

1 am fully aware that cases have been recorded by several 
authors of carcinoma subsequently developing in a uterus left 
after double ovariotomy, and | concur with the view that hyster- 
ectomy is indicated should it be necessary to sacrifice both ovaries. 
At the same time [I see no object in removing a uterus when 
metastases are already present in other viscera. In these circum- 
stances the only question at stake is whether or not it is justifiable 
to remove, if possible, the large ovarian neoplasms. 1 think it is, 
both from the view of giving some relief to the immediate 
symptoms, prolonging the patient's life, and in a few  extra- 
ordinary cases, obtaining a permanent and unexpected successful 
issue. 


The trouble in dealing: successfully with ovarian malignant 
neoplasms is the same as with uterine carcinoma, viz., that cases 
usually reach our hands too late. 

Partial odphorectomy for localized small simple ovarian nec- 
plasms has, | believe, been advocated by Eardley Holland. | have 
no experience of this procedure. For one thing, T do not like 
incising ovarian tissue. It is difficult to suture, bleeding may be 
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troublesome, and there is some evidence that at certain periods of 
the sex cycle the sudden escape of ovarian secretion into the 
peritoneal cavity and general circulation is productive of un- 
pleasant sequele. 


Tapping of ovarian cystomata. 

[ think that most operators wili agree that when possible it is 
advisable to remove a cystic tumour entire without previously 
diminishing its bulk by tapping. This is obviously essential if 
any suspicion of malignancy exists. At the same time many large 
cysts occur in which all the weight of clinical evidence is in favour 
of their being benign, and which on exposure through a small 
incision are seen to be mainly composed of a single leculus. Is 
it necessary in these cases to insist upon an incision from sternum 
to pubes? In my series it will be noted that tapping was per- 
formed in 55 out of 122 cases, and the procedure was reserved for 
those oceasions when a large incision appeared to be both 
unnecessary and prejudicial, 


Complications of ovarian tumours. 

Various complications are met with in the course of operations 
for ovarian neoplasms. In the case of my own series the essential 
details are enumerated in Table VIII. 

In view of an observation of Bride that he had not met with 
ascites in any simple cysts or in any case of fibroma, may 1 call 
attention to ten cases of mire (eight cystadenomata and two 
hbromata) in which a varying amount of free fluid was present in 
the peritoneal cavity. The diagnosis of cystadenoma was con- 
firmed microscopically, and there was no reason apart from = the 
ascites to suspect malignancy. Spontaneous rupture from  de- 
generation in the cyst wall occurred in ten cases, four of them 
being semi-solid pseudomyxomata. In one case only was rupture 
traumatic and due to a fall. 
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TABLE I. 


PATHOLOGICAL TYPE OF NEOPLASM. 


(Bride) (Whitehouse) 

Simple Cystic 59) 125 ) 
147 ) 
~ 200 


Simple Solid 20) 79 ) 100 22) 
Malignant 2 53 217)) 





(Bride) (Whitehouse) 
(Cystadenoma pseudo-mucinosum 4) 84) 
(Ovarian 92 
Simple | (Cystadenoma serosum papillare 7 759 8) 
Cystic } | 
( Parovarian Fimbrial 2} 24) 
32 
Parovarian 8) 


" *ibre 
Simple ) Fibroma 6) 


sy: p 22 
Solid ) Cystic Embryoma (Dermoid) 


Carcinoma 


Sarcoma 


ees I) 
eas Teratoma 


Psendomyxoma 


Suppurating (Type unknown) 
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Under 20 
. 
Over 60 
re, 


3etween 30 and 60 


Young (20—30) 
Middle-aged (30—60) 
Old (60--70) 


Over 30 
Under 30 


Average age 


Carcinoma 


Sarcoma 


Single 


Marvied ov Widows 


Sterile 

Children 

Children and abortions 
Abortions cnly 

(Not. stated) 


Fertile 
Sterile 


Abortions 


D 


TABLE IL. 
AGE INCIDENCE. 


(Bride) 
4 


28 per cent 
58 
14 


MALIGNANT TUMOURS. 


Ave varied from 37 to 72. 


(average 52.) 


Age varied from 20 to 70. 


TABLE ITI. 
FERTILITY. 
(Bride) 


3 


(Bride) 
23 (31.5 per cent) 
Rae eC ee 
13 (1 
( 


9 


» 


50 (58. 
23° (31.5 
15 (20.! 


(Whitehouse) 
4 


22 per cent 
Can, 


He ,, 


80 
22 


42.4 years. 


Age varied from 25 to 72. 


(average 47.) 


Ave varied from 21 to 74. 


(Whitehouse) 
10 
160 


(Whitehouse) 
31 (19.8 per cent) 
77 (50 
11 (26.6 
5 (3.2 
6 


123 (80 
31 (19.8 
16 (29.8 
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TABLE IV. 


SYMPTOMS. (BENIGN TUMOURS). 


(Bride) (Whitehouse) 
uses) Per cent (147 cases) Per cent 
Abdominal Swelling 13 (54.5) 102 (69.3) 
; None 12 (53.0) 29 (13.6) 
Unilateral 23 (29.0) Hy (35.38) ) 
‘ 60 
Pain . Bilateral 19 (12.6) d (31.9) } 


Backache (5.0) 28 (19.0) 





Beariny down : 2.5 (13.6) 
Alimentary 
Frequency 
Micturition + Retention 
Pain 
Loss of Weight 
(Regular 
Menopause 
Dysmenorrhcea 
Menstrual ¢ Menorrhagia 
Metrostaxis (Post-mencpausal) 


Amenorrhea. Physiological 





\ Pathological 
Acute Abdominal 
Dyspnoea 


Dyspareunia 
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TABLE V. 


SYMPTOMS (MALIGNANT TUMOURS). 


(Bride) (Whitehouse) 
(21 cases) 

Abdominal Swelling 14 (66.6 per cent) 17 (88.6 per cent) 
Alimentary y CED occ 5s 42 (SEG ay 3; 
None © (Gee 5 3 15 (28.3 

Pair Unilateral 3) 1]) 
(66.6 ,, , - 38 (71. 
Bilateral 11) 27) 
Less of Weight 5 (23.8 
( Frequency 
Micturition - 
{ Pain 
Regular 
Metrostaxis 
Menstrual ! Dysmenorrhcea 


Amenorrhea 


Menopause 


TABLE VI. 


MORTALITY OF OPERATIONS FOR OVARIAN TUMOUR. 


Benign. Malignant. 
per cent per cent Total 
Author Mortality Mortality per cent, 
Munro Kerr 
Donald 
Bride 3.7 (79 cases) 


Whitehouse 4.0 (148 


Green. Armytage ; 3.9 (452 
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TABLE VII. 


OPERATIONS FOR OVARIAN TUMOUR. 


(Bride. ) (Whitehouse. ) 
(100 cases.) (200 cases.) 
Ovariotomy, Single 43) 122) 
48 per cent 71°5 per cent 
21) 


| : 
| 


Ss Double : 


Hysterectomy, Subtotal + one appendage 


(44 per cent al 19°0 per cent 


* i + two 34 


] 
s Total + two ee 9 23) 
Laparotomy, exploratory only 8 8 per cent 19 5 per cent 
Cystoma tapped before removal 18 55 


TABLE VIII. 
COMPLICATIONS OF OVARIAN TUMOUR. 


(Bride) (Whitehouse) 

Adhesions present (42.0 per cent) 
Ascites (Malignant Cases) 23 (11.5 
(Benign Cases) (5.0 
Fibroma : (1.0 
Cystadenoma 3) (4.0 
Torsien of Pedicle 28 (14.0 
Rupture. Spontaneous (5.0 
lraumatic (0.5 
Metastases (Malignant) 39 (19.5 
Impaction of Cystoma 6 (9.0 
Infection of Cystoma ‘ (2.0 
Fibromyoma U teri , (10.5 


Pregnancy : (3.5 
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NOTES ON CASES IN WHICH PREVIOUS OPERATIONS HAD BEEN 
PERFORMED 


Carcinoma of ovary involving pelvic colon, 

Colostomy one year previously for intestinal obstruction, At 
the second laparotomy the malignant ovarian tumour was found 
to have undergone calcification, 


Papilliferous simple cyst of left ovary. 

Hysterectomy for fibroids with conservation of ovaries 11 years 
previously, One ovary removed for cystic tumour six years 
previously. 


. Carcinoma of right ovary. Subtotal hysterectomy with removal 
of one appendage for fibroids four years previously. 


. Carcinoma of left ovary. Subtotal hysterectomy with removal 
of one ovary one year previously, 
Ovarian carcinoma secondary to cancer of the stomach. 


Malignant papilliferous tumour of right) ovary. Subtotal 
hysterectomy and removal of one ovary five years previously. 


Simple pseudo-mucinous cyst of right ovary. Uterus and one 
ovary removed for fibroids some years previously. 





VI 


A Clinical Survey of a Consecutive Series of 
Ovarian Neoplasms. 


By Amy M. FLeminc, B.Sc., M.D., Ch.B. (Glas.). 


Assistant Surgeon, Royal Samaritan Hospital for Women, 
Glasgow. 


THE embryologicai history, the complex structure and the series 
of functional changes undergone by the ovary render it not 
surprising that the classification of its tumours is difficult. 
The following simple grouping has been adopted in this 
survey :— 
1. Unilocular serous cystadenoma. 
2. Multilocular serous cystadenoma. 
- Multilocular pseudomucinous cystadenoma. 
. Papillary serous cystadenoma. 
. Carcinoma. 
Cystic teratoma. 
Solid teratoma. 
3. Connective tissue tumours. 


I. SIMPLE SEROUS CysSTOMATA OR UNLLOCULAR SEROUS 
CYSTADENOMATA. 
(a) Incidence. 

Unilocular serous cystadenomata were present in 13 out of a series 
of 152 patients suffering from a proliferative tumour of the ovary. 
The youngest patient in whom this type of tumour was found was 
20 years of age, and the oldest was 67. The average age of the 

Db 
and 30 to 39 years there were 23 per cent of the women, while 
31 per cent fell into the group from 40 to 49 vears. Fewer women, 
namely only 15 per cent, were between 50 and 50 vears of age. 


patients was 41.1 years. In each of the age groups 20 to 29 years 


The menopause was passed in 23 per cent of the patients. Twenty- 
three per cent of the women were unmarried, Sterility was present 
in as many as go per cent of the patients. The average number 
of children per tamily was only 1.3. There is no evidence that 
the development of this form of neoplasm is associated with 


frequency of miscarriages, In go per cent of the patients a history 
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of no miscarriages was obtained. None of the patients had been 
confined within one vear of her operation. 


(b) Symploms and accompanying conditions. 

The only symptom noted by 38 per cent of the patients was 
swelling of the abdomen. Pain was complained of by 31 per cent, 
taking the form of dysmenorrhoea in i5 per cent and dyspareunia 
in eight per cent. 

The disturbances of menstruation were slight. Only 15 per 
cent of the women complained of irregular bleeding. Leucorrhoca 
Was present in 31 per cent of the women, the discharge being 
described as of a whitish or yellowish colour and of non-irritating 
nature. In one patient only was the ovarian condition bilateral. 
The unilocular serous cystadenoma was associated with chronic 
metritis, subinvolution, or the presence of fibromyomata in the 
body of the uterus, in 25 per Cent of the patients; thus necessitating 
subtotal hysterectomy. 

Bilateral salpingo-odphorectomy or resection of the opposite 
ovary was performed on account of the presence of multiple 
retention cysts of the ovary in 33 per cent of the women. 


(c) Sequelae. 

A history of after-effects was obtained in the case of two-thirds 
of the patients. The remainder could not be traced. Such disap- 
pearance is not uncommon under modern conditions in a large 
industrial city. Of those reached, all were found to be in good 
health. Their symptoms had yielded to operative treatment. 


2. MULTILOCULAR SEROUS CYSTADENOMATA. 
(a) Incidence. 

Out of the series of 152 patients 13 were found to have 
a multilocular serous cystadenoma. 

The average age of the patients was 40.4 vears. The youngest 
was 29 vears and the oldest 67 vears of age. The ages of 39 per 
cent of the women fell in the group 4o to go vears, and 23> per 
cent in the group 50 to 5y years. In 2g per cent the menopause 
had been passed. Fifteen per cent were married. The average 
number of children in the families of these women was three. 

Sterility was complained of in 18 per cent of the cases only. 
In 73 per cent of the patients a history cf no miscarriage was piven. 
None of the patients had a confinement within one year of the 
operation. 
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(b) Symptoms and accompanying condilions. 

A third of the women complained only of progressive swelling 
of the abdomen. Pain was complained of, however, in 39 per cent 
of the cases. In as many as 23 per cent the patients had soughi 
advice because of bleeding. Leucorrhoea was a frequent com- 
plaint, being given by 54 per cent of the patients. Dysmenorrhoea 
was present in 15 per cent. Disturbances of menstruation were 
fairly frequent. Metrorrhagia was present in 31 per cent of the 
patients and menorrhagia in 23 per cent. 

In 68 per cent of the women double salpingo-c6phorectomy 
was performed on account of the condition being bilateral. Sub- 
total hysterectomy was necessary on account of metritis or the 
presence of adenomyoma in 30 per cent of the cases. Associated 
with the multiple serous cystadenomata, carcinoma of the ovary 
was present in 38 per cent of the cases. 


(c) Sequelae. 

A history of after-results was obtained in 54 per cent of the 
patients. Out of these 57 per cent were well, 29 per cent were 
dead, and one patient complained of a persistence of the pain. 


3. PSEUDOMUCINOUS Cysts. 
(a) Incidence. 

The pseudomucinous multilocular cysts form the largest 
number of our tumours. In the series of 152 cases 38 were multi- 
locular pseudomucinous cysts. The average age of the patients 
suffering from this condition was 39.6 years. Thirty-two per cent 
of the patients were between 4o and 49 years old at the time of the 
operation, and the same proportion was between 20 and 2g years 


of age. The number of patients between 30 and 39 was approxi- 


mately the same as that between 50 and 5y. The youngest patient 
was only 17 years of age while the oldest was 74. The menopause 
had occurred in 21 per cent of the cases. It is of interest to note 
that in this series of 38 patients suffering from) pseudomucinous 
cyst of the ovary, carcinomatous degeneration was seen in three 
cases only, and was not encountered in a patient younger than 
49 years, the average age being 57.6 years. In the oldest patient, 
one of 74 years of age, the tumour was benign in nature. There 
seems evidence that such pseudomucinous multilocular cysts are 
relatively more common in unmarried women than are other 
ovarian neoplasms. Twenty-six per cent of the patients were 
unmarried. There is no indication that multilocular pseudo- 
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mucinous cysts are more common in women who are sterile. Of 
the married women suffering from this condition 18 per cent did 
not have any children. The average number of children in each 
family was three. The occurrence of miscarriage was infrequent. 
In 82 per cent of the patients there was a history of no mis- 
carriages, and the remaining 18 per cent had each had one mis- 
carriage. Six per cent of the women had been confined within one 
year of their operations. 


(b) Symploms and accompanying conditions. 


The patients in 55 per cent of the cases complained of swelling 
of the abdomen only.. In 39 per cent of cases the patient reported 
pain in the abdomen—more marked often on one or the other side ; 
in three per cent there was a complaint made of pain in the back. 
in some cases tn which pain was marked it was explicable by 
the number of adhesions encountered at operation. Individual 
patients complained of sickness and vomiting of a few months’ 
duration, of bleeding, leucorrhoea, frequency of micturition, 
amenorrhoea over a period of months, or loss of weight, and in 
21 per cent of the women the periodicity of menstruation was 
irregular. Menorrhagia was present in 18 per cent of the uncom- 
plicated cases of multilocular pseudomucinous cyst. Metrorrhagia 
occurred also in 18 per cent of the cases, and was not encountered 
in those patients in whom malignant degeneration was demon- 
strated. Dysmenorrhoea was not remarkable for its severity or 
its frequency, occurring in 26 per cent of the patients. 

An increase in the incidence of leucorrhoea was not seen in this 
series of patients. .\ history of some leucorrhoea was elicited in 
24 per cent. Marked anaemia was not present in any of the cases. 

In the series of 30 cases of pseudomucinous cystadenomata 
analysed by Masson and Hamrick there was a history of some 
irregularity of menstruation in 27.7 per cent. The complaint of 
increase in size of the abdomen was noted in 53 per cent of their 
cases. Abdominal pain, mostly in the lower quadrants, was more 
frequently found in those cases analysed by Masson and [lam- 
rick?’ and those by Smith? than in ours. In this series it occurred 
in 43.3 per cent and 50 per cent of ihe patients respectively. 

In 77 per cent of our patients the neoplasm was unilocular. The 
condition was therefore more frequently bilateral than in the series 
reported by Kusude Shoji'® in which only 6.22 per cent were 
double-sided, but it approximated in frequency to that of Masson 
and Hamrick?’ in which bilateral involvement was found -in 24 
per cent of the cases. 
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The left ovary was slightly more frequently affected than the 
right in those cases in which invoivement was unilateral, 

In 14 per cent of the patients resection or removal of the 
opposite ovary was performed on account of ihe presence of 
retention cysts. In three per cent the opposite ovary was found to 
be small and sclerosed. In two of the cases a teritomatous cyst 
was also present in the affected ovary. The multilocular psende- 
mucinous cyst was complicated by the presence of multiple 
fibromyomata in the body of the uterus in cight per cent. Hyster- 
ectomy was performed in 13 per cent, on account of the presence 
of chronic inflammatory changes or of fibromyomata. 


(c) Sequele. 

Post-operative histories were obtained in 66 per cent of the 
patients. Of these, 76 per cent were freed from symptoms, and 
one patient complained of persistence of pain. Twenty per cent 
of the patients were dead, including two of the three in whom 
malignant degeneration was present, the remaining one being 
well nine months after operation. 


4. PAPILLARY SEROUS CYSTADENOMATA, 
(a) Incidence. 

In 19 of the patients the ovarian tumour was found to be a 
papillary serous cystadenoma. The cysts were unilocular in 84 
per cent of the patients. Carcinomatous degeneration was demon- 
strated in 12 per cent of these tumours. 

The average age of the patients suffering from multilocular 
papillary serous cystadenomata was 66 years, the voungest being 
59 years and the oldest 71 years of age. The patients suffering 
from a unilocular serous papilliferous cyst were of a iesser average 
age, namely, 39.4 years, the youngest of these being 20 years and 
the oldest 58. As many as 38 per cent of these women fell into the 
age group 30 to 39 vears of age, while 31 per cent were between 
50 and 5y. The menopause had occurred in all the multilocular 
cases, and 31 per cent of the unilocular. The unmarried do not 
appear to be especially prone to develop this form of ovarian neo- 
plasm. Twenty-one per cent of the whole group were unmarried. 

Sterility was complained of by 13 per cent of the patients and 
the cyst in each of these patients was of the unilocular type. In 
Smith’s®® series 17.7 per cent of the patients were sterile. The 
fertility rate of the patients suffering from papillary serous cyst- 
adenomata was fairly high, namely 3.8 children per family. The 
average number of children borne by those having the 
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multilocular type of cyst was five, while that of the unilocular 
was 3.0. In Smith’s*® series the average number of children was 
only 1.7. A history of the absence of any miscarriages was 
obtained from 60 per cent of the patients. The most recent con- 
finement was three years before operation. 


(b) Symploms and accompanying conditions. 


Swelling of the abdomen was the first and only symptom noted 
by 37 per cent of the women. The complaint of pain was given 
by 47 per cent of them, and in 55 per cent of these the pain was 
located in both sides of the lower abdomen. In the others the pain 
was limited to one or the other side or to the back. Dysmenorrhoea 
was reported by 32 per cent. Menorrhagia was complained of by 
32 per cent of the patients. In 21 per cent of the cases metrorrhagia 
was present. Leucorrhoea was found in 37 per cent of the women, 
the discharge being of a vellowish colour. 

In 88 per cent the condition was unilateral. Bilateral o6phor- 
ectomy was deemed advisable in 44 per cent of the patients, on 
account of the suspicion of malignant degeneration having 
occurred, or because of the presence of retention cysts of the oppo- 
site ovary with or without adhesions. In 16 per cent of the patients 
a subtotal hysterectomy was performed by reason of the presence 
of metritis or chronic subinvolution, 


(c) Sequelae. 

Eighty-seven per cent of the patients were reached in the post- 
operative enquiry. Of these, all who had suffered from = multi- 
locular cystadenomata were well. Of those with unilocular cyts, 
7g per cent were in good health; 21 per cent complained of 
continued pain or unsatisfactory health, and none were dead. 


5. CARCINOMATA OF THE Ovary. 
(a) Incidence. 

Out of the series of 152 patients suffering from ovarian 
neoplasms microscopical examination of the tumour showed 
carcinoma to be present in 25 cases (excluding those with solid 
teratomata). In a fifth of these, carcinomatous degeneration was 
found to have occurred in a pseudomucinous multilocular cyst- 
adenoma or in a papilliferous serous cystadenoma. In two-fifths 
of the carcinomata an adenomatous arrangement of the epithelial 
cells was seen. 
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The frequency of carcinoma in this series approximates to that 
of Kusudo Shoji,’* who found carcinoma to be present in 16.92 
per cent of his tumours. This is a higher frequency than that 
reported by Lippert*! and by Norris and Vogt,*? who found 10.66 
per cent and 7.3 per cent of their series to be carcinomatous. On 
the other hand, in Professor A. Mayer's clinic at Tiibingen the 
frequency was as high as 24.2 per cent. 

The average age of those suffering from carcinoma of the ovary 
was 47.1 vears, this approximating closely to that of Kusudo’s'* 
series. The youngest was 20 and the oldest 67 years of age. As 
many as 48 per cent of the patients were between 50 and 59 years 
of age; the menopause had been passed in 60 per cent of the 
women. Only 28 per cent and 16 per cent of the patients were in 
the age-groups between 4o and 49 years and between 30 and 30 
years. The age incidence is, therefore, similar to that in the series 
of case-histories studied by Norris and Vogt,”? in which 80 per cent 
of those having malignant ovarian neoplasms were between 41 and 
6o years of age. Kusudo Shoji'* reported that 69.56 per cent of 
his carcinomata occurred in patients between the ages of 41 and 60 
years. 

Unmarried women do not seem to be especially susceptible to 
develop carcinoma of the ovary. In this series only 20 per cent 
of the women were unmarried. The average number of children 
per family was 3.4. Sterility was complained of by 25 per cent of 
the women. In 65 per cent of the patients a history of no miscar- 
riage was given. The most recent confinement in this series was 
14 months before operation. 


(b) Symploms and accompanying condilions. 


The symptoms were not pathognomonic of malignancy. .\s 
many as 40 per cent of the patients complained only of swelling 
of the abdomen. 

Many authorities consider pain a suggestive symptom = of 
malignancy, but in 56 per cent of the patients pain was not com- 
plained of. Pain combined with swelling of the abdomen was the 
complaint of 12 per cent of the women. Another 12 per cent 
complained of pain and bleeding. Only 12 per cent complained 
of bleeding alone. Weakness was the complaint of four per cenit 
of the patients. Leucorrhoea was present in 16 per cent of the 
patients. Menorrhagia was present in 12 per cent of the 
patients. Irregular bleeding was complained of by 44 per cent 
of the patients. In 12 per cent this irregular bleeding was 
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described as of slight degree. In two patients the bleeding was 
only of three and eight weeks’ duration respectively. 

Only in 4o per cent of the patients was the condition recognized 
at operation to be bilateral. Kusudo Shoji'* found that 37.04 per 
cent of his patients suffering from carcinoma of the ovary had 
bilateral ovarian tumours. In four per cent of the women the 
bilateral adenocarcinoma of the ovary was associated with adeno- 
carcinoma of the body of the uterus. The structure of a pair of 
ovarian neoplasms resembled that of Krukenberg’s tumour. 


(c) Sequele. 

Within three years 61 per cent of the patients who could be 
traced were reported dead, while 39 per cent were in a satisfactory 
condition. Twenty-eight per cent of the total group could not be 


followed. 


6. TERATOMATOUS Cysts, 
(a) Incidence. 

Twenty out of the 152 patients had a teratomatous cyst. The 
condition is therefore of less frequent occurrence than in the 
series of Mandelstamm”™ (14 per cent), of Stiiber and Brandess* 
(18.4 per cent), or of Kusudo Shoji'® (15.9 per cent). The con- 
dition was double-sided in one patient who was three months 


pregnant. The site of the tumour was more frequently in the left 
than in the right ovary. 


The average age of the patients was 34.5 vears. This is younger 
than 38.37, the average age of Koucky’s series in the Mayo Clinic, 
but less than 43.2 years, the average of Ssokolow’s patients. The 
youngest patient was 22 years and the oldest was 47 vears. The 


ages of half the cases fell into the age group 30 to 39 vears, while 
one quarter were between 20 and 29, and one fifth between 4o and 
49. There was no evidence that unmarried women were more 
prone to develop this tumour than married women; 15 per cent 
were not married. 

The average number of children in the families of these patients 
was only two. The fertility rate of these women is therefore below 
the average for the total group of women suffering from ovarian 
neoplasm, namely 2.9. Smith®® gives 3.1 as the average number 
of children borne by his patients with teratomatous cysts. In our 
series sterility was present in 24 per cent of the cases. Ten per 
cent of the patients had full-time deliveries within one vear of 
their operation. In two patients a pregnancy was in progress at 
the time of the operation. These were uterine and tubal in position 
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respectively. In 67 per cent of the patients a history of no mis- 
carriages was given. This is similar to the figure for carcinoma. 


(b) Symploms and accompanying conditions. 

Fifteen per cent of the patients had not any complaints 
or complained only of swelling of the abdomen. Sixty-five per 
cent, however, complained of pain in one or other side or in the 
back. In go per cent of the cases this was the only symptom, the 
pain usually being referred to the side on which the tumour was 
found. This frequency of the complaint of pain contrasts with the 
series of Koucky" in which only 46.5 per cent of those who had 
symptoms apparently due to the dermoid complained of pain or of 
a bearing-down sensation. In our series 11 per cent of the patients 
under review complained of backache ; but on the other hand back- 
ache was present in as many as 24 per cent of the patients in 
Smith’s*®® series. The complaint of ieucorrhoea was elicited in 
55 per cent of our patients, the discharge being in each case des- 
cribed as of a white colour. 

Dysmenorrhoea was present in 30 per cent of the women, Dis- 
turbances of menstruation were fairly common. In zo per cent there 
was metrorrhagia, and menorrhagia was present in 25 per cent. 
In 20 per cent the menstruation occurred less frequently than 
every 28 days, but in 25 per cent it occurred more frequently than 
every 28 days. 

As in Smith's*® series at Brookline Free Hospital evidence of 
malignancy was not seen in the series. This infrequency of malig- 
nant degeneration is in accordance with the findings of O. Frankl," 
who concludes that carcinomatous degeneration occurs only in one 
or two per cent of teratomatous cysts. In three other clinics, how- 
ever, | find the record of a greater frequency, Growzdeff'* reports 
that six out of 92, and Ssokolow?' three out of 30 dermoids were 
carcinomatous, and Rohdenburg*® found malignant degeneration 
in 10 per cent of his teratomata. 

In ro per cent of our patients the condition was complicated hy 
the presence of a second ovarian neoplasm, nately a multilocular 
pseudomucinous cystadenoma. The association of a multilocular 
cvstadenoma in the same ovary as the dermoid is reported by 
Arnsperger' to occur as frequently as in 14 per cent. Only in 
three per cent of Koucky’s'’ patients, however, are conditions 
associated. In 4o per cent retention cysts were present in the 
opposite ovary requiring a resection or an odphorectomy. In 
another 45 per cent the other ovary was sufficiently normal tn 
appearance to be retained. In 20 per cent of the patients a subtotal 
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hysterectomy was performed on account of chronic inflammation, 
the presence of multiple fibromyomata, or of adenomyomata. 


(c) Sequele. 


Twenty per cent of the patients could not be traced in our 
enquiry into post-operative effects; but of the remainder, 88 per 
were well, while 12 per cent were found to have died, 


7. SOLID TERATOMATA, 
(a) Incidence. 


In this series six patients suffered from the type of tumour 
described by me in the Journal of Obstetrics and Gynecology"! as 
a fibromyoma with epithelioid cell inclusions. In five of these 
tumours these cell-inclusions resemble the theca interna cells in 
structure. In the remaining case their structure and arrangement 
suggest that they are of endothelial origin. 

The average age of the patients was 51.1 vears. The youngest 
was 31 years and the oldest 68 years of age. One third of the 
patients were aged between 4o and 49 and one third between 50 
and 59 vears, while half had passed the menopause. Eighty-three 
per cent of the women were married. None complained of sterility. 

Sixty per cent of the patients had a history of no miscarriages. 
The average number of children per family was four. None of the 
patients had borne children for some time before the operation. 
the most recent pregnancy being three years before, 


(b) Symptoms and accompanying conditions. 


In none of the patients was the tumour sufficiently large to 
produce swelling ‘of the abdomen. Pain was complained of by 
half the patients. Leucorrhoea was reported by 17 per cent of the 
women, Thirty-three per cent complained of menorrhagia and 
33 per cent of metrorrhagia. Dysmenorrhoea was present in 17 
per cent. In the case of one patient the condition was complicated 
by the presence of a second ovarian neoplasm, namely a multi- 
locular pseudomucinous cystadenoma. In each of the patients 
the tumour was unilateral. In half the patients removal of the 
tumour alone was considered necessary. In the remainder, bilateral 
obphorectomy was performed on account of the presence of re- 
tention cysts of the ovary. In a third of the women subtotal 
hysterectomy was also performed on account of the presence of 
metritis, 
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(c) Sequele. 
The post-operative condition of all the patients still remains 
good. 


8. CONNECTIVE TISSUE TUMOURS OF THE OVARIES. 
(a) Incidence. 

In this series 11.84 per cent of the patients had an ovarian 
tumour composed of connective tissue. The condition was thus of 
greater frequency than in those series reviewed by Rohdenburg,*® 
Kusudo Shoji,'* or Stiibler and Brandess,** who report that 4.6, 
4-609, and 2.2 per cent respectively of their patients with ovarian 
neoplasms had one of connective tissue origin. Degeneration 
was marked in 25 per cent of the tumours in the forms of calcifica- 
tion, of hyaline changes and partial necrosis, and of sarcomatous 
metaplasia. In ti per cent of the tumours sarcomatous metaplasia 
was identified. This is in contrast to Rohdenburg,** who found 
malignant degeneration to be present in only five per cent of his 
series. 

The average age of the patients coming for operation for con- 
nective tissue tumour was 42.5 vears. In Kusudo Shoji’s'* series the 
average age was reported as 46 years. The youngest patient was 
23 and the oldest 71 years of age. The number of patients between 
20 and 29 years of age was the same as the number between 40 
and 49, namely 22 per cent. As many as 28 per cent of the 
patients fall between the ages of 30 and 39 vears. Smith*® reported 
that 58 per cent of his patients were between the ages of 30 and 50. 

The menopause was past in 22 per cent of the cases. Seventeen 
per cent were married. The average number of children’ per 
patient was 2.66. Sterility was complained of by 13 per cent. In 
60 per cent of the patients a history of no miscarriages was given. 
Confinement had occurred at full-time within a year of operation 
in six per cent of the patients. 


(b) Svmptoms and accompanying conditions. 

Twenty-two per cent of the patients had not any complaint 
or complained only of swelling of the abdomen. Of the remaining 
75 per cent, half complained of pain in one or other side or in 
the back. In Smith’s*® series of patients as many as 60 per cent 
complained of pain. In 17 per cent of the patients backache was 
present. The pain, when referred to the side, usually corresponded 
to the side involved by the neoplasm. Leucorrhoea was complained 
of by 28 per cent of the women, the discharge being described 
as yellowish or whitish in colour, In a third of the cases dvs- 





Ovarian Neoplasms 291 


menorrhoea was present. Disturbances of menstruation were fairly 
common. In 28 per cent metrorrhagia was present. Menorrhagia 
was complained of in 17 per cent. In eight per cent and in 23 per 
cent the periodicity was longer and shorter than 28 days respect- 
ively. In none of the patients was the condition bilateral. This 
confirms Rosenstein*’ in his conclusion that the opposite ovary 
may be left in cases of fibromata of the ovary. Kusudo Shoji 
found that only in 3.79 per cent is the condition bilateral. 

In as many as 33 per cent of the patients resection or removal 
of the other ovary was necessary on account of the presence of 
retention cysts with or without inflammatory adhesions. Subtotal 
hysterectomy was performed in 29 per cent of the women on 
account of the association in 18 per cent of the patients of fibro- 
myomata in the body of the uterus, and because of chronic 
inflammatory changes in the remaining 82 per cent, 


(c) Sequelae. 

Two thirds of the patients were reached in the post-operative 
enquiry. Of these, all were well, with the exception of one patient 
who still complained of occasional pain. 


FREQUENCY OF DIFFERENT TYPES OF NEOPLASM. 


A comparison of the frequency of the different forms of tumours 
is of interest (Table I). The various types of cystadenomata 
constitute 54.6 per cent of the tumours. The frequency of these 
tumours in this series, therefore, approximates closely to 53-07 
per cent and 55 per cent, the percentages given by Gardner, and 
by Martin and Libbert. Carcinomata, forming 16.45 per cent, 
are less frequent than in the series of Gardner or of Martin and 
Libbert, who found that 20.63 per cent and 22 per cent were 
carcinomatous. The frequency of connective tissue tumours, 11.84 
per cent, is higher than in the series of Gardner or of Martin and 
Libbert. Gardner found that 6.35 per cent of his tumours were 
fibromyomata and 0.53 per cent were sarcomata, including  peri- 
endotheliomata. In the cases of Martin and Libbert the sarco- 
niata were more frequent, amounting to 2.9 per cent, while 2.5 
per cent were fibromata. 

A comparison of the frequency of the teratomata is more 
difficult. Gardner reported that 18.52 per cent were teratomata, 
and Martin and Libbert that y.2 per cent were embryomata. My 
classification of teratomata is not quite on the same lines as theirs, 
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but of those which I have grouped as cystic teratomata I found 
13.16 per cent and of those named solid teratomata 3.05 per cent 


Comparative study. 

Two comparisons may be of some value :— 

(a) Between the clinical features in the different: types of 
ovarian neoplasm ; 

(b) Between the clinical features of patients suffering from 
ovarian neoplasm and those of the following other series of patients 
in the Royal Samaritan Hospital :— 

1. A consecutive series of a hundred patients upon whom a 
curettage was performed, and in whose cases no gross lesion of the 
ovary requiring operation was diagnosed. 

2. A completely unselected series of 7g consecutive patients of 
Dr. Shannon in whom a resection of the ovary and/or odphor- 
ectomy, unilateral or bilateral, was performed on account of the 
presence of one or other type of retention cyst of the ovary. 

3. A completely unselected series of 57 consecutive patients of 
Dr. Shannon on whom subtotal or complete hysterectomy was 
performed in addition to unilateral and bilateral odphorectomy 
necessitated by the presence of retention cysts of the ovary. 

Results of this comparative study are shown in Tables I and IT. 
We shall consider them in turn under the headings given in those 
tables. 


Age. 

(a) The average age of the whole series of patients with an 
ovarian neoplasm is 42.2 years. The type of tumour having the 
highest average age, 51 years, is the group of tumours composed 
of connective tissue in which clusters of epithelioid cells are 
seattered-—the solid teratomata. The cystic teratomata, on the 
other hand, have the youngest age, namely 34.5 years. 

(b) The average age of the patients suffering from an ovarian 
neoplasm is higher than the average age of the series in which 
ovarian tissue was net removed, (36.4 years), than of that in which 
retention cysts necessitated removal of ovarian tissue (30.3 years), 
and than of that in the cases in which the uterus was also removed 
(39.0 years), 


Percentage unmarried, 

(a) The different types of tumour do not differ widely as to 
the proportion occurring in unmarried women. Twenty per cent 
of the whole group of patients suffering from an ovarian neoplasm 
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Ovarian Neoplasms 29: 
are unmarried. Multilocular pseudomucinous cystadenomata have 
the highest frequency among unmarried women of the various 
types of proliferative tumour, namely 26 per cent. Of the patients 
suffering from cystic teratomata only 15 per cent are unmarried. 
Ewing quotes that 32 per cent of those suffering from dermoid 
cysts of the ovary are single. 

(b) Fifteen per cent are unmarried among the patients in whom 
no lesion of the ovary requiring removal of ovarian tissue was 
present to account for their symptoms. This figure is lower than 
the percentage of unmarried women in the three other groups: 
those suffering from (1) ovarian neoplasm, (2) retention cysts of the 
ovary (3) retention cysts of the ovary in addition to lesions necessi- 
tating hysterectomy. In these 20 per cent, 22 per cent and 21 
per cent respectively are unmarried. 


Slerility. 

(a) The different types of tumour differ somewhat in the fre- 
quency with which they are associated with sterility. Twenty per 
cent of all the patients operated on because of ovarian neoplasm 
are sterile. The type of proliferative tumour associated most 
frequently with sterility is the unilocular serous cystadenoma, 40 
per cent of the patients suffering from this type being: sterile. 
None of the patients suffering from those tumours which | have 
grouped as solid teratomata is sterile. The next lowest types in 
sterility rate are papillary serous cystadenomata and the connect- 
ive tissue tumours. Thirteen per cent of those suffering from 
these types are sterile. 

(b) Among the other groups of patients the lowest. sterility 
percentage is found in those cases in which curettage without 
removal of ovarian tissue was deemed necessary. The percentage 
among those suffering from retention cysts of the ovary is 23. This 
is slightly higher than the percentage in patients with an ovarian 
neoplasm. In the group of those in whom hysterectomy was 
necessary the proportion who complained of sterility is not so 
high, namely 16 per cent. 


Percenlage of miscarriages. 
(a) Seventy per cent of all the patients suffering from an 
ovarian neoplasm have a history of no miscarriages. The percent- 


age with none is smallest in the groups having papillary serous 
cystadenomata, solid teratomata, and connective tissue tumours, 
namely 60 per cent. 


Those having unilocular serous cystadeno- 
mata appear to have least tendency te miscarry, 90 per cent of the 
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GRAPHICAL COMPARISON BETWEEN VARIOUS OVARIAN CONDITIONS. 
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patients having had no miscarriages.  Miscarriages are also 
infrequent in those having multilocular pseudomucinous cyst- 
adenomata, as many as 82 per cent of these patients having had no 
miscarriages. 

(b) A history of no miscarriages falls to 61 per cent in the series 
in which a lesion of the ovary was not found. In ihe two groups in 
which removal of ovarian tissue was necessitated by the presence 
of retention cysts the percentage having had no miscarriages is 
higher, namely 74 per cent in those in which hysterectomy was not 
performed, and 71 per cent in those in which hysterectomy was 
performed. 


Number of children. 

(a) The average number of children per family in the series 
of those suffering from ovarian neoplasm is 2.9. The patients 
suffering from unilocular serous cystadenoma have the smallest 
average number of children, namely 1.3. The group in which the 
average number is highest, namely 4.0, is that of the cases in 
which a solid teratoma was found, Those patients having a 
papillary serous cystadenoma have 3.8 as the average number of 
children. 

(b) The average number of children in the families of those in 
whom retention cysts requiring Operation were not diagnosed is 
higher, namely 3.5. The group in which the average number of 
children is lowest (2.0) is that in which retention cysts requiring 
removal were found. In the series of patients in whom hyster- 
ectomy was necessary in addition to the removal of ovarian tissue 
the average number of children is a little higher, namely 2 


29: 
<lverage number of miscarriages. 

(a) The average number of miscarriages per family of those 
suffering from an ovarian neoplasm is 0.6. Of the various types 
of ovarian neoplasm the multilocular pseudomucinous cyst seems 
to be associated least often with miscarriages, the average number 
of miscarriages among those having this type of tumour being 
only o.t. The average number of miscarriages in the groups of 
patients suffering from multilocular serous cystadenoma and from 
carcinoma are higher, namely 1.4 and 1.2 respectively. This 
higher figure is partly accounted for by the fact that in each of 
these groups there is included a patient who had had 13 miscar- 
rages, 

(b) The tendency to miscarry seems to be less among. the 


patients not having any ovarian neoplasm. The average number 


of miscarriages among those not having any ovarian tissue requir- 
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ing removal is 0.5 per family. This is higher than in the remaining 
groups, which show respectively an average of 0.3 and 0.4. The 
average number of miscarriages, like the average number of 
children, is lower in the group in which retention cysts of the 
ovary only were removed than in that in which hysterectomy also 
was necessary. 


Menorrhagia. 

(a) Only 20 per cent of all the patients having ovarian neo- 
plasms complain of menorrhagia. Menorrhagia is least often 
complained of by those having unilocular serous cystadenomata 
(S per cent). The groups having the highest incidence of 
menorrhagia are those with papillary serous cystadenomata and 
solid teratomata. In these 32 per cent and 33 per cent have 
menorrhagia. 

(b) The percentage of these suffering from) menorrhagia is 
higher in the three control groups, namely 39, 35, and So per cent 
respectively. 


Melrorrhagia. 

(a) Metrorrhagia is a more frequent complaint than) menorr- 
hagia, being given by 26 per cent of all the patients suffering from 
an ovarian neoplasm, Metrorrhagia, like menorrhagia, is least 
often complained of by those having unilocular serous cystadeno- 
mata. As is to be expected, those patients suffering from carcinoma 
complain most frequently of metrorrhagia, 44 per cent of them 
having metrorrhagia. Metrorrhagia is relatively frequent in the 
groups having multilocular serous cystadenomata and solid 
teratomata, being reported by 31 per cent and 33 per cent of their 
patients respectively. 


(b) The percentage number of patients complaining of metrorr- 


hagia among those suffering from an ovarian neoplasm is higher 


than among those in whom a lesion of the ovary not requiring 
removal was diagnosed, and than among the group suffering only 
from retention cysts of the ovaries. In these two groups the per- 
centage of women complaining of metrorrhagia is 23 per cent and 
ly per cent respectively. 

Among those in whom a lesion of the uterus requiring removal 
was present in addition to a retention cyst of the ovary, metrorr- 
hagia is given as a complaint by 34 per cent. 

Dysmenorrhea. 
(a) Only 23 per cent of the group of women suffering from an 


ovarian neoplasm have dysmenorrhoea. ‘The group in which this 
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complaint is least often given, in eight per cent, is that with carci. 
noma of the ovary. Dysmenorrhoea is complained of relatively fre- 
quently, namely by 33 per cent of those suffering from a connective 
tissue neoplasm of the ovary. The group in which the frequency 
of this complaint is next highest, namely 32 per cent, is that in 
which a papillary serous cystadenoma is present. 

(b) Dysmenorrhoea is a more frequent complaint in the groups 
of patients who have not an ovarian neoplasm. The percentages 
who complain of dysmenorrhoea in the three control groups are 
44, 58, and 60 per cent respectively. 


Leucorrhaa. 

(a) The complaint of leucorrhoea is given by 32 per cent of all 
the women suffering from an ovarian neoplasm. Among those 
having a solid teratoma of the ovary this complaint is relatively 
infrequent, being made by 17 per cent. The group complaining 
most frequently, namely in 55 per cent of cases, is that in which a 
cystic teratoma was found. As many as 54 per cent of those 
suffering from a multilocular serous cystadenoma complain of 
leucorrhoea. 

(b) Leucorrhoea, like menorrhagia and dysmenorrhoea, is a 
much more frequent complaint among the patients in whom an 
ovarian neoplasm was not found, the percentage of women in the 
three control groups who complain of leucorrheea being 64. 62, 
and 63 per cent respectively. 


Posl-operalive progress. 

The figures of this portion of the work are least satisfactory for 
the following reasons :— 

1. Only a proportion of the patients could be re-examined, and 
the post-operative progress of the remainder had to be gathered 
merely by letter. 

2. Only in the case of two of the patients who have died has 
a post-mortem examination been performed, and in neither of these 
was the ovarian neoplasm the cause of death. 

3. It has been impossible to trace all the patients. A com- 
parison between the progress recorded in the various types of 
neoplasm, should, however, be of value. Information subsequent 
to the operation is not available for the 236 patients of the control 
groups. In two groups, namely those from whom a_ unilocular 
serous cystadenoma was removed and those from whom a solid 
teratoma was removed, 100 per cent of the patients report that 
they are in good health. 
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As many as 92 per cent of those from whom a connective tissue 
neoplasm was removed are well. Only 57 per cent of those who 
have had a multilocular serous cystadenoma now enjoy good 
health. 

Within three years 61 per cent of those with carcinoma of the 
ovary are dead. As many as 29 per cent of those cases in which 
a muitilocular serous cystadenoma was found are dead. The group 
of cystic teratoma has a percentage death-rate as high as 12. 

I wish most gratefully to acknowledge the co-operation of the 
surgeons of the Royal Samaritan Hospital: Dr. Shannon, Dr. 
West, Dr. Gardner and Dr. McIntyre, the clinical features of a 
proportion of whose patients have been studied. 1 am also grateful 
to them either for re-examining their patients or permitting a 
queslionnaire to be sent to them. Microscopical confirmation of 
been performed. A grant from the Carnegie Trustees towards 
the cost of the tables and graph is acknowledged with thanks. 
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A Consideration of Malignancy in Ovarian Tumours. 


By DoxALp McIntyre, M.B.E., M.D., Ch.B. (Glas.), F.R.C.S. 
(Edin.), M.C.O.G. 


Visiting Surgeon, Royal Samarilan Hospilal for Women, 
Glasgow. 


THe material here analysed has been collected from returns sent 
in by the Gynecological Units in Glasgow. Only cases 
with a trustworthy history and having a microscopic section 
of the growth available for examination were included. All. the 
microscopic sections were re-examined. The total cases number 
100 and were originally reported, malignant 63, doubtful 16, 
benign 81. The simple tumours are taken mainly as a control. 
The factors considered are as follows : 

Marriage. Of the total, 123 (77 per cent) were married. Of 
these, in 73 cases the tumour was removed before the menopause ; 
in 50, after the menopause. 37 (23 per cent) were unmarried ; and 
in 28 of these the tumour was removed before the menopause, and 
in nine cases after the menopause. In the unmarried, there- 
fore, a higher percentage of tumours demanded operation before 
the menopause than in the married—76 per cent as Opposed to 
59 per cent. 

Parity. Of the 123 married, 93 were parous and 30 (24 per 
cent) were nulliparous, which seems a high percentage of sterility 
for married women, 

Age average and age incidence. The average age for all 160 
cases at the time of operation was 43 years; for the malignant 
tumours alone, 44 years; for the doubtful, 41 years; and for the 
simple, 41.6 years. 

The average age for these different groups is very similar. 

The age incidence, in decades, is as follows :- 

11/20. 21/30. 31/40. 41/50. 51/60. 61/70. ‘Total 
Malignant ... 4 8 16 16 63 
Doubtful 3 6 ‘ - 16 
Benign rer 21 14 : St 


8 32 36 32 : 160 


Malignancy and parity. Ot the 63 malignant cases, 34 had 
borne children, and 29 (46 per cent) had not. Of the 16 doubtful 
ones, 10 were parous and six nulliparous. Of the 81 simple cases, 
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49 were parous and 32 (39 per cent) were nulliparous. There 
would seem to be a slightly greater tendency to maligancy when 
there has not been any pregnancy. It is suggested recently by 
A. Strauss! that in primary ovarian carcinoma sterility is fre- 
quent, while it is uncommon in metastatic cancer. 

Bilateralism. Bilateral tumours were found in 33 instances, 
and of these 17 were parous patients and 16 nulliparous. Of the 
remaining 127, in which the tumours were unilateral, 76 were 
parous and 51 nulliparous, which shows a higher proportion of 
nulliparous patients when the tumours were bilateral. 


Malignancy and side affected. 


Malignant Doubtful Benign 
Both ita 17(27%) 5 11(13.5%) 33 
Left Be 17 6 37 60 


Right ae 24 4 30 58 
Not stated 5 I 


3 2 


63 16 81 160 


: 

It will be noted that 27 per cent of malignant tumours were 
bilateral, while 13.5 per cent of the simple ones were present on 
both sides. 

Menstrual disturbances. Menstrual discharge or rhythm, or 
beth, were altered in 44 cases out of 97 not past the menopause. 
The menstrual disturbances were as follows :— 

Amenorrhea in seven cases, the duration varying from three 
months to two years. The ages varied from 17 to 40 vears. 
Excluding a patient with primary amenorrhoea, in whom there was 
a simple ovarian cyst and the amenorrheea was due to gross 
uterine malformation, in the remaining six cases the tumour was 
malignant, viz., two sarcomata, one solid carcinoma, one malig- 
nant pseudo-mucinous cyst, one malignant fibro-adenoma, and one 
partly solid, partly cystic carcinoma. The last-named died six 
months after operation. The other five are still alive and well, 
the average time being 4} years. 

Irregular and scanty or less frequent menstruation was present 
in three cases, aged 28, 36, and 40, respectively. In two cases 
this was associated with a unilateral malignant tumour, and in 
the third case, with bilateral malignant tumours. One patient 
died after operation; the other two are untraced. 

Profuse menstruation was present in 14 Cases, involving nine 
different types of growth: six malignant and eight non-malignant. 
One was a metastatic cancer of the pylorus. 
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Irregular and profuse or more frequent menstruation was 
present in 17 instances, and due to eight different types of tumour, 
of which six were malignant, two doubtful, and nine benign. 

Hemorrhage before the menopause, present in three cases, 
was associated with one malignant and two simple tumours. 

Dysmenorrhea was a complaint in 18 cases. The tumours were 
of nine different types, three being malignant. From this nothing 
can be deduced except that dysmenorrhoea is not a common feature 
of ovarian growths, simple or malignant. 

Bleeding after the menopause was found in seven cases. In 
two, the tumour was a simple multilocular cyst. The remaining 
five were as follows : one, a broad ligament cyst which had become 
malignant, one solid and one bilateral cystic adenocarcinoma, and 
one malignant papillary cyst. The fifth was a solid tumour 
which I regard as of granulosa cell origin (Fig. 1). “This woman 
was 61 years of age and had had vaginal hemorrhage for 18 
months. The endometrium in this case had been removed by 
curettage and showed definite hyperplasia, with almost sufficient 
irregularity to raise a suspicion of malignancy at her age. The 
woman is alive and well now, to years later. 

Neumann?’ has demonstrated cases of endometrial hypertrophy 
due to the internal secretion of the granulosa cells in ovarian 
tumours. His cases include three before the menopause. Nearly 
one half of the cases before the menopause gave a history of 
altered menstrual function. In all clear cases of complete or 
partial suppression of the menstrual function the tumours were 
malignant. It is of special interest to note that they were bilateral 
in only one out of to cases. Other menstrual disturbances, from 
the varied character of the tumours, would appear to have been due 
to associated mechanical effects or other causes rather than to any 
specific tumour type, or the presence or absence of malignancy. 


DETAILS OF FOLLOW-UP. 


Reported Malignant -63. 
Immediate mortality eee 
Died of recurrence within one vear 
Died of recurrence later than one vear 
Died——-not from recurrence 
Still alive 
Untraced 
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Of the 20 still alive, the operation performed was simple removal 
of the diseased ovary or ovary and Fallopian tube in 14 cases, of 
both ovaries and Fallopian tubes in four cases, and with the uterus 
in two cases. The completeness of the operation, therefore, cannot 
explain the freedom from recurrence. 


Reporled Doubtful 16. 


Immediate mortality i : 
Died of recurrence within one year 


Died of recurrence later than one year 
Still alive 


Reporled Benign—81. 


Immediate mortality i 
Stated to have died of recurrence 
Died—not of recurrence 

Still alive 

Untraced 


Bilateral Tumours. 


Dead Alive Untraced 
Reported Malignant — 17 10 2 
Reported Doubtful 5 i 
Reported Simple 11 


4 
I 7 


Of the cases in which the tumours were bilateral, there is no history 
of a single death from recurrence when the tumours were reported 
simple. The one death shown was an immediate fatality. 

One of the features of malignancy is recurrence after removal. 
We are accustomed to assume that the earlier the recurrence the 
higher is the degree of malignancy. In cancer of the cervix, it is 
accepted that the younger the patient the more rapid is the growth, 
and the earlier does recurrence take place. | worked out the age 
averages for ovarian tumours on these lines, and found that in the 
63 malignant cases, the 20 who survived had an average age of 
43.5 years, those who died of recurrence in less than a year (13) 
46 vears, and those who died of recurrence more than a year later (6) 
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38 years. In the doubtful cases two who had recurrence in less than 
12 months had an age average of 53, while the age average for three 
‘ases dying from recurrence more than 12 months after operation 
was 43 years. This would suggest that the degree of malignancy, 
in terms of rate of recurrence, advances with age. 


ANALYSIS ACCORDING TO TUMOUR TyPE. 
1. Reported Malignant. 


1. Multilocular (pseudo-mucinous) malignant. 


Died in hospital 
Died of recurrence later 
Died of puerperal sepsis 


Alive 


2. Papillary cysts (malignant). 
Died of recurrence 
Died, not of recurrence 
Alive 
Untraced 


3. Adeno-carcinoma (cystic). 
Died in hospital 
Died of recurrence 
Untraced 


4. Adeno-carcinoma (solid). 
Died in hospital 
Died of recurrence 
Alive 
Untraced 





a “li 
aes 
Rat 


Case No. 2670. 








Case No. 2 





Fic. &. 
Case No. 3397. 
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5. Carcinoma (solid). 
Died of recurrence 
Alive 
Untraced 


6. Fibro-adenoma. 
Alive and well 3} years later 


. Sarcoma. 
Died of recurrence later 
Alive 


8. Carcinoma (secondary lo stomach or bowel). 
Died in hospital 
Died of recurrence 
Untraced 


9g. Krukenberg’s tumour. 
Died of recurrence 


In the multilocular pseudo-mucinous group, all the 16 cases 
were traced, and five are alive, 

In the papillary group of 10, two are alive out of seven. It 
would appear that the outlook is rather less favourable in a 
papillary cyst which has become malignant than when the same 
occurs in a pseudo-mucinous cyst. The fibro-adenoma case, well 
after 3} years, bears out Spencer’s* contention, recently made in 
his paper before the Royal Society of Medicine, that these tumours 
are not malignant. 

Six cases of doubtful type could not be classified and deserve 
special mention. These are ;— 

Case No. 2301. Mainly solid; reported as carcinoma; thought 
possible to be an endothelioma; now regarded as a granulosa-cell 
cancer. Still alive after ten years. (Fig. 1.) 

Case No. 2679. Small tumour with mulberry-like surface ; cut 
surface chocolate coloured ; cells having an appearance resembling 
lutein cells or the cells of a hypernephroma, (Fig. 2.) Died in 
hospital. This tumour, [I take to be similar to the two described as 
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“hypernephroma of the ovary’? by Knyvett Gordon,* in 1919, and 
when the probable error was pointed out by Leith Murray 
specimens were submitted to Professor Turnbull, who pronounced 
them to be of lutein cell origin. 

Case No. 3365. Bilateral cysts with walls lined by many layers 
of cells, infolding like the arrangement of lutein cells. Some of 
the individual cells resemble lutein cells. Died two years and four 
months later after operation for malignant tumour of bowel. These 
were probably metastatic growths. 


Case No. 3539. Solid tumour, size of an orange; probably a 
granulosa-cell cancer; well 45 years later. (Fig. 3.) 

Case No. 3651. Solid bilateral tumours. These tumours show 
the presence of structures which I regard as Graatian follicles. 
(Figs. 4 and 5). These are present in numbers just under the 
surface, and have in their vicinity solid plugs of cells which | think 
are proliferating granulosa cells, and the proliferation is such as to 
make the growths malignant. In several of these follicle-like 
structures, groups of cells lie loose, and have a resemblance to 
lutein cells. The woman was 28 years of age. Unfortunately, | 
have been unable to trace this patient. These tumours, with their 
follicle-like structures, belong to the granulosa-cell type, but might 
be referred to as ‘malignant folliculomata,’’ in view of their appear- 
ance. This type and the first-mentioned case (No. 2301), according 
to Aschner,’ are derivatives of the granulosa cells, not of ripe 
follicles, but of atypical developments of the precursors of these. 
Robinson® believes them to be derived from primordial granulosa 
nests, which is much the same thing. 

Case No. 3831. Solid tumour 6 inches by 4 inches; cut surface 
yellowish white. Shows solid masses of-actively proliferating cells. 
Capsule invaded. Not a typical sarcoma; probably a solid carci- 
noma. Well 3} years later. 

The most interesting feature of this analysis is the survival 
of five out of six cases of sarcoma. Of these 63 patients, the total 
new alive and well is 20 (an average of 4 vears and 11 months). 
It is rather striking that 12 out of the 20 had solid tumours (five 
sarcoma, two solid cancer, two solid adenocarcinoma, and three 
of the special cases just detailed.) Of the eight cystic tumours, five 
were pseudo-mucinous, two papillary, and one a fibro-adenoma. 
The only cases in which, after re-examination of the sections, the 
diagnosis might be altered, are two of pseudo-mucinous cyst. 
Metastatic growths from the alimentary canal (seven), as one would 
expect, do not show any survivors. | have no doubt that some 
of the tumours otherwise classified might belong to this group. 
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Reported Doubtful. 


1. Cyslic Multilocular. 
Died in hospital 
Alive and well 


2. Cystic papillary. 
Died of recurrence 
Untraced 
Alive and well 


Three are specially mentioned as illustrating the difficulty 
assessing malignancy. 

Case No, 2458 consists of a combination of papillary arrange- 
ment, pseudo-mucinous loculi and a solid tumour. There is 
profusion of epithelial growth, both inverting and everting. (Fig. 6) 

The epithelium is of a tall columnar type. No infiltration of 
stroma was found. The report was, ‘Simple but suspicious.’’ The 
patient is well, 9} years later. Two vears after operation she had 
laparotomy performed in a general hospital. Their recor. is that 
there was carcinoma generally throughout the peritoneal cavity, 
and that there was a tumour of one ovary, and the other ovary was 
present. She is now alive and well, seven vears later. Labhardt,’ 
in the Cancer Review, reports a case of spontaneous cure of carci- 
noma of the ovary. 

Case No. 3293. Bilateral cysts, one multilocular pseudo- 
mucinous, the other having a papillary arrangement throughout. 
The epithelium is active in appearance. The cells are arranged in 
« double or treble laver, with nuclei at varying levels. (Fig. 7). 
Definite criteria of malignancy are absent. This was regarded as 
a typical example of a tumour of doubtful type. This patient is 
well, 55 years later, 


Case No. 3397. Multilocular eyst with numerous fine papillary 
ingrowths with active and somewhat irregular epithelium, tall 
columnar in places, but in other places of a lower type. (Fig. 8.) 
There is no invasion of the stroma. The report was: ‘‘Whilst not 
malignant microscopically, the appearance is very suspicious.”’ 
The patient died of recurrence six months later. 


The error, assuming that one or two may have been malignant 
and survived as a result of operation, is in missing the indications 
of malignancy, particulerly in the papillary type of growth, 
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Reported Simple. 
(Only the three stated to have died are considered.) 

Case No. 3200. This patient (stated to have died of recurrence) 
had multiple fibroids and an ovarian cyst in which the loculi were 
lined by a single layer of epithelium, There was no suspicion of 
malignancy. One fibroid was very cellular, but the question of 
sarcoma was ruled out after careful examination. She died of a 
lesion of the spinal cord five years later ; possibly a recurrence of one 
or the other. 

Case No. 3235. Multilocular cyst of the ovary with tarry 
contents lined by cubical or flattened-out epithelium, nowhere 
resembling an endometrioma, This patient died in another hospitai 
three years and nine months later, and the death certificate supplied 
to the Registrar was, ‘‘Sarcoma of the Uterus.” 

Case No, 3626. There was a solid tumour of the ovary consist- 
ing of dense-looking fibrous tissue, showing, in places, calcareous 
deposit. Small circumscribed collections of epithelial cells, having 
distinct cell envelopes with protoplasm practically unstained, and 
with bold nuclei, were scattered throughout. (Fig. 9). These were 
thought to be the result of localized degenerative changes in the 
tumour cells, and not epithelial in type. This patient died six 
months later of cancer of the rectum, and the interpretation now is 
that they were metastatic foci in a fibroma of the ovary. 

The first and second cases are not clearly recurrence of the 
growths examined. 


REMARKS. 


In routine pathological work the reporting on an ovarian tumour 
may be a very simple matter, and the report furnished to the 
clinician with every confidence. Ina proportion of cases, however, 
this duty may be a matter of extreme difficulty. | am referring 
mainly to the question of malignancy. 

One is struck by the varied arrangements and character of 
ovarian tumours, both macroscopically and microscopically. — In 
this series | have classified them roughly according to, in many 
cases, what I regarded as the predominant feature. Loculi with 
pseudo-mucinous content are found in the same growth with loculi 
containing watery fluid, with or without papillary ingrowths. 
Intra-cystic papilla are present in pseudo-mucinous cysts. An 
example of a pseudo-mucinous cyst in one ovary and a papillary 
serous cyst in the other was found. A sarcoma in the wall of a 
benign cyst is one of the malignant cases. Fractions of the tumour 
magnified by the microscope may show frequent combinations 
of different arrangements. Erdmann and Spaulding,® in a recent 
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analysis of 200 cysts, referring more particularly to those of the 
papillary variety, emphasize the fact that an apparently benign 
area may exist in the same section as a malignant field. They 
state, also, that the degree of malignancy can be determined only 
by the microscope. In my experience, even after microscopic 
examination, the degree of malignancy may be in doubt. 

Of the tumours in this series, according to their origin, there 
are three types: (1) Teratomata. (2) Tumours of origin from meso- 
dermic tissues, i.e. fibromata and sarcomata. (3) Epithelial growths, 
benign and malignant. 

(1) Not any of the dermoid cysts were demonstrated as 
malignant, nor proved to be so from the follow-up record. Not 
any solid malignant teratoma was encountered, so that this group 
can be dismissed. 

(2) Fibromata and sarcomata : while frequently difficult of inter- 
pretation microscopically, in the sense that it is often questionable 
whether a very cellular growth is a sarcoma or not, their origin 
is clear. Massazza,’ in a recent article, has emphasized the difficulty 
in distinguishing between fibromata and sarcomata. Ile finds the 
arrangement of the very fine network of the stroma, with a single 
cell in each cavity, of assistance in distinguishing sarcoma from 
carcinoma. le quotes five cases of sarcoma, all unilateral. In 
four the diseased ovary alone was removed, without recurrence in 
any one of the five cases, This is in accordance with the results in 
this series. 

(3) The third group, the epithelial tumours, furnishes a difficult 
problem. There is no agreed classification, for their origin is not 
settled. Some arise from Wolffian remains in the hilum of the 
ovary. The remaining epithelial structares from which they can 
arise are the germinal epithelium and its derivatives. As a surface 
tumour is rare, the latter source is the more likely. Groups of these 
cells are designed for rapid proliferation under the correct stimulus. 
Why should not this proliferation occur with some abnormal 
stimulus ? 

| have been accustomed to regard a benign tumour as one com- 
posed of cell elements, with accurate histological reproduction of 
the cells of origin, and a malignant tumour as one in which the 
cell elements neither function nor reproduce the histological picture 
of the cells from which it is derived. This conception of malignancy 
is not borne out by one specimen demonstrated (No. 2301) in 
which the production of hemorrhage after the menopause is 
accepted as functioning of malignant tumour cells. It is of interest, 
however, that the tumours of this type, or those which I have 
thought to be of this type, have not resulted in recurrence, in other 
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words they appear to have a low degree of malignancy. 

It is conceivable that a tumour can arise from any component of 
a follicle at any stage in its development, and correspondingly 
produce a variety of appearances. If one adds to this the fact that 
in a maligant tumour the cell elements do not necessarily repro- 
duce the histological picture of the cells of origin, the difficulty 
in recognizing the source, and of assessing the degree of malig- 
nancy, naturally follows. In general, as a working basis for the 
diagnosis of malignancy in epithelial growths, my method has been 
to examine for three features, viz.: (1) In the cell elements them- 
selves ; evidence of rapid division, e.g. nuclei of different sizes and 
alterations in intensity of staining ; possibly the presence of multi- 
nucleated cells, mitotic figures (this, it is thought, may occur in 
cycles) and loss of columnar appearance of the cells. (2) The 
arrangement of the cells relative to one another, such as heaping 
up of the epithelium, and infolding of layers to accommodate 
for rapid proliferation. (3) The relation of the cells to the 
stroma provided for their growth; invasion of the stroma by 
epithelium in solid masses, i.e. growth of epithelium beyond the 
limits of the basement membrane. <A neoplasm in a gland of 
simple arrangement, if malignant, will be positive to these tests, 
and the normal tissue negative. In the ovary, however, the 
granulosa layer in a developing: follicle will show some variation 
in size of the nuclei and heaping up of the cells into deep layers. 
The corpus luteum of menstruation has characteristic infolding 
of its thick lutein cell layer. 


From this limited series the conclusions tormed are these: 


1. In the unmarried there is a greater frequency of ovarian 
tumours before the menopause, than in the married. 


2. In married women, suffering from ovarian growths, there is 
a high sterility rate. 

3. The average age is similar in cases of benign and malignant 
yrowths. The proportion of malignant to simple tumours is 
greatest between the ages of 30 and 50. 

. 4. There is a slightly higher percentage of malignancy when 
there has been no pregnancy. Bilateral tumours are more frequent 
in the nulliparous. The percentage of bilateral tumours in the 
malignant is only twice that in the benign. 

5. While in 44, out of 97 possible, the menstrual function was 
altered, the changes, excepting suppression, cannot be attributed 
to any definite type of growth or presence or absence of malignancy. 
Unilateral malignant growths, while still operable with good 
prognosis, can have produced amenorrhoea or depressed the 
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menstrual function over a considerable time. Malignant tumours 
of granulosa-cell origin can produce endometrial changes and 
‘hemorrhage after the menopause. 

6. The mortality in malignant epithelial tumours is very high, 
both immediate and from recurrence. In terms of rate of recur- 
rence, malignancy increases with age. 

7. Granulosa-celi cancers and malignant tumours of connective 
tissue origin have a relatively low degree of malignancy. 

8. The prognosis in malignant growths which are solid is more 
favourable than in the cystic variety. 

gy. Owing to the peculiar structure of the ovary the microscopic 
diagnosis of malignancy may be a difficult matter. In a certain 
proportion of cases the exact nature of the growth is in doubt, 
and so, also, the decision regarding malignancy. This latter 
cannot be settled on analogy with the simple adenomatous struc- 
tures of the body. 

I wish to acknowledge the privilege of having had supplied to 
me the case records and microscopic preparations from the other 
gynecological clinics in Glasgow, and to express my thanks to 
the many who have assisted in obtaining details of histories and 
in searching out old patients, 
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PAROVARIAN cysts, cystic ovarian swellings of definitely inflam- 
matory origin, and endometriomatous cysts have been excluded 
from this series, A few unilocular ovarian cysts of large size, in 
which the differentiation between a simple follicular and a true 
cystadenomatous type has been open to doubt, have, however, been 
included. 

On account of the difficulty of finding a simple method of 
grouping ovarian new growths on a purely microscopical basis, 
we have, in the first instance, grouped them macroscopically under 
the broad headings of ‘‘solid’? and ‘‘cystic,’’ with a further 
differentiation of the cystic group of tumours into unilocular 
cystadenomata, multilocular cystadenomata, and cystic teratomata. 

The multilocular cystadenomatous group has been subdivided 
macroscopically into pseudo-mucinous and serous types, and each 
of these again into papillary and non-papillary varieties. The 
papillary and non-papillary cysts of both types have been further 
classified according to their microscopic characters as benign, 
malignant, or doubtful.,, The unilocular cystic (non-teratomatous) 
group has been divided into true cystadenomata and large retention 
cysts, though the distinction in a number of these has not been 
clear, and, in the absence of definite microscopic differentiation, 
has been founded largely on the relative thickness of the cyst wall. 

Cystic leratomata have been grouped separately, as already 
stated. One of these tumours was bilocular and of doubtfully 
malignant character, while another (unilocular) had extensive 
sarcomatous areas in its wall. They will be referred to again later. 
All the other tumours of this type were benign and unilocular. 
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Solid and partly solid tumours have been classified as malignan:, 
benign, or doubtiul. This classification has been a microscopic one. 
except in a few instances in which operation has been abandoned 
after coeliotomy in the face of a grossly malignant condition, and 
in which no tissue appears to have been removed for section, The 
dividing line between some of the more cystic of the adenocarci- 
nomata and the malignant cystadenomata has been difficult to draw 
macroscopically and microscopically. These have been classified 
in one or other group as the summation of microscopic and gross 
appearances seemed on the whole to indicate. These doubtiul cases 
are, however, few in number. 

A list of the types of tumours occurring in the series in order of 
frequency and with numbers and relative percentages is as follows : 


Multilocular pseudo-mucinous cysta- 

denomata..... oa .. 71 Or 33.8 per cent | 
Multilocular serous cystadenomata 42 or 20 per cent , 
(a) Adenocarcinoma solid or \ 

cystic ... ia ++ 23 Or 10.9 per cent 
(6) Papillary carcinoma (really 

cystic but with extreme 

proliferation of epithe- 

lium resulting in partial 44 or 20.5 per cent 

solidity) rn iii -7 per cent 
(c) Mixed type carcinoma ... -3 per cent 
(d@) Other carcinoma of doubt- 

ful secondary type... 9 per cent 
Cystic teratomata (benign) 
Unilocular cystadenoma 5 ) gece ; 

: ee eee see F . jer CE 

and large follicular cysts 9g | ee ee re 


53 per cent 





22 or 10.4 per cent 


Fibroma (of size larger than normal ovary) — ... 5 or 2.3 per cent 

In addition there were two Krukenberg tumours, two solid 
teratomata, and two cystic malignant teratomata in the series, and 
one of each of the following: adenofibroma (? endothelioma), 
benign papilloma (papillary adenoma), sarcoma, endothelioma, 
alveolar carcinoma, and fibromyoma. 

Approximately 88 per cent of all ovarian neoplasms of solid or 
partly solid type were malignant. 


FREQUENCY OF BILATERAL OCCURRENCE. 


Of the 71 multilocular pseudo-mucinous cysts 12 occurred 
bilaterally, while in the 42 multilocular cysts of the serous type 14 
occurred bilaterally. In the next most common group of tumours 
in the series, the adenocarcinomata, 10 tumours out of a total of 
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23 occurred bilaterally. Of the 22 benign cystic teratomata six 
occurred bilaterally. The two malignant cystic teratomata were 
unilateral, the other ovary in each case being reported non- 
malignant. There were two solid teratomata in the series, both 
unilateral (and both malignant), the other ovary being unaffected 
in each case. One of the non-malignant cystic teratomata occurred 
with a multilocular, serous, external papillary cyst on the other 
side. This latter serous cyst was reported non-malignant micro- 
scopically, though the associated cystic teratoma had papille on 
its external surface which were possibly contact growths from the 
opposite ovary. An instance in the series of a cystic teratoma co- 
existing with a new growth in the same ovary does not occur. None 
of the non-teratomatous unilocular cysts of either true cystadeno- 
matous or retention type was bilateral, but in the majority of 
instances the opposite ovary showed sclerocystic or small cystic 
changes. 

Of the 12 tumours of papillary carcinomatous type four were 
unilateral and eight occurred bilaterally, and of the three cases with 
more or less solid malignant tumours of mixed type the growths 
were bilateral in two. Carcinoma occurring in the ovaries 
secondary to malignancy elsewhere, occurred bilaterally in three 
patients and unilaterally in one, One of the bilateral cases was 
definitely of the Krukenberg type and apparently secondary to 
carcinoma of the stomach. Another showed bilateral carcinoma 
of breast type. It is included in the ‘‘secondary’’ group, though 
no evidence was noted of a primary breast tumour at the time. 
The remaining tumours were all unilateral and consisted of one 
spindle-celled sarcoma, one endothelioma, one carcinoma of acinous 
type, five simple fibromata, one fibromyoma, one small papilloma, 
and one adeno-fibroma. Several of these latter tumours present 
features worthy of comment. There was some difference of opinion 
as to the pathological classification of the tumour labelled ‘‘endo- 
thelioma.’’ It was at first classified as an atypical sarcoma. The 
carcinoma of acinous type showed cells with definite malignant 
characteristics arranged in acini with very small lumina. The 
tumour labelled ‘‘adenofibroma’”’ is of unusual interest, Sections 
of this tumour showed branching alveolated masses of cubical or 
columnar cells in a stroma consisting of interlacing bundles of firm 
fibrous tissue, The epithelial elements formed discrete tubules. 
There was not any evidence of infiltration of the stroma. The 
tumour was the size of a 24 weeks’ pregnancy. The capsule was 
perforated in several places. This is a rare type of tumour, and 
a satisfactory name has not been assigned to growths of this type. 
Some pathologists consider them to be essentially benign, and 
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class them as “adenofibromata;’? others consider them 
endotheliomatous and, at least potentially, malignant. In this case 
the tumour had penetrated its capsule, and therefore was regarded 
as malignant. The other ovary and the uterus were macroscopically 
normal and were not removed with the tumour. The tumour had 
a moderately long and broad pedicle. Incidentally, there was a 
slight amount of ascites present in this case. The incidence of 
ascites with the various types of ovarian tumours will be discussed 
later. The patient was alive and well two years and four months 
after operation, and without evidence of recurrence. She has been 
lost sight of since. 


to be 


FEATURES OF CySTADENOMATA. 

Of the total of 113 multilocular cysts 71 were pseudo-mucinous 
and 42 serous. Approximately 25 per cent of all multilocular cysts 
were of papillary type. A certain small percentage of multilocular 
cysts, of both types, which, on careful macroscopic examination 
did not show any trace of either an external or internal papillary 
condition, were not examined microscopically. It is fair to state 
this before considering further the special features of these tumours, 
though the number of those not examined microscopically is too 
small greatly to affect the general conclusions. 

The percentage incidence of papillary disease was much greater 
in the serous than in the pseudo-mucinous type. Serous cysts were 
papillary in approximately 43 per cent of cases, and pseudo- 
mucinous cysts in approximately 14 per cent, The tendency to a 
malignant type of papillary condition was definitely greater in 
serous than in pseudo-mucinous papillary cysts, being in the 
proportion of 61 per cent of the former to 50 per cent of the latter. 
The papillary multilocular cysts were definitely malignant, micro- 
scopically, in 25 per cent, and doubtfully so in approximately 33 
per cent of instances. The assumption is reasonable that cases 
described as ‘‘doubtful’’ have suggestively malignant characteris- 
tics. Granting this, it appears that approximately 58 per cent of 
all papillary cysts in this series had detinitely or suggestively 
malignant characteristics microscopically. 

In the 25 per cent of definitely malignant papillary cysts the 
papilla were solely internal in somewhat more than half the 
instances, but in the 33 per cent of papillary cysts labelled 
‘doubtful’? more than two-thirds were of the external papillary 
type. Approximately 38 per cent of all internal papillary cysts 
in the series were definitely or doubtfully malignant. External 
papilla were reported to be non-malignant in one instance only in 
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the series (approximately 3.5 per cent). In the multilocular cysts of 
this series, therefore, external papillz were almost invariably 
evidence of malignant character, while a papillary condition, solely 
internal, was of similar malignant character in approximately as 
much as 38 per cent of cases. This is as might be anticipated. 

One large unilocular cyst of cystadenomatous type had carci- 
noma (scirrhus type) in its wall. There was some suggestion in 
the gross appearances that this cyst might originally have been 
of multilocular type. Its true classification remains in doubt. 

One instance of universal abdominal pseudo-myxoma peritonei- 
occurred from rupture of a small multilocular cyst of true pseudo- 
mucinous type. The condition was associated with suppuration in 
another part of the tumour. The case necessitated three abdominal 
operations over an interval of about two years; the last being a 
supravaginal hysterectomy with bilateral ovariotomy. The patient 
is now alive and well (15 years after), and without any abdominal 
signs or symptoms of pseudo-myxoma. 


CLINICAL FEATURES. 

Urinary symploms. Undue frequency of micturition was a 
frequent symptom in the series, but retention of urine was present 
in one per cent of cases only. 

Asciles, in some degree, was present in approximately 70 per 
cent of all patients with solid and partly solid malignant tumours 
(including cystic adenocarcinomata). [It was demonstrable on 
ordinary clinical examination in approximately two-thirds of the 
ascitic cases, and in the remainder on laparotomy. Curiously 
enough, ascites was slightly more than one-half again as frequent 
in the unilateral as in the bilateral cases, It is noteworthy that 
approximately one-fourth of more or less solid types of malignant 
cases was found to be associated with little or no ascites on 
laparotomy. On the other hand, in seven patients with definitely 
benign solid tumours ascites was present in two (or 28 per cent). 

In both cases these tumours were hard fibromata, without 
suggestion of sarcomatous tissue. One had associated torsion of 
the pedicle. The amount of ascites in one case was about 8 ounces, 
and in the other about 12 ounces. These two cases formed only 
about 4.3 per cent of all patients with solid or semi-solid tumours, 
however, and only 7 per cent of all such tumours which were 
associated with ascites. In this series, therefore, the presence or 
absence of ascites was no sure guide to the histopathology of 
ovarian tumours of solid or partly solid consistence. 

A similar conclusion is reached with regard to the multilocular 
cystadenomata of all types; 13.5 per cent of the cases with multilocu- 
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lar cystadenomata (unruptured) showed ascites of varying degree— 
mostly in small amount. They formed one-third of all cases of 
ovarian neoplasm with associated ascites in various degrees. Of 
the cystadenomata of all types with ascites 64 per cent were reported 
benign. In none of these latter, however, was the ascites abundant, 
On the other hand, only 25 per cent of malignant papillary cysta- 
denomata had any ascites. None of the cystic teratomata showed 
any trace of ascites, though two were frankly malignant. 

Torsion of the pedicle was present in approximately 6.5 per cent 
of all tumours. It was found seven times in 113 multilocular cysta- 
denomata, or 6 per cent of these; twice in 14 unilocular cysts, or 
14 per cent approximately of these ; four times in 24 cystic embryo- 
mata, or 16.5 per cent approximately of these cystic embryomata ; 
and once with a solid unilateral ovarian tumour (a hard fibroma) 
or 20 per cent of fibromata. There was not any instance of torsion 
of the pedicle among the more solid growths of malignant type. It 
would appear that the cystic embryomata are nearly thrice as liable 
to torsion of the pedicle as are the multilocular cystadenomata. 
One case of bilateral dermoids illustrated this tendency in a 
determined way: each pedicle had not only twisted on itself very 
thoroughly, but the pedicles had twisted around one another twice. 


Ruplure of tumour, This was found four times in the series : 
once with a small pseudo-mucinous non-papillary cyst, associated 
with extensive pseudo-myxoma peritonei; once in a bilateral cystic 
adenocarcinoma ; once ina malignant multilocular pseudo-mucinous 
internal papillary cyst; and once in a non-malignant cystic 
embryoma, An intense purulent peritonitis was associated with 
the last case. 


Adhesions were present in varving degree in approximately 50 
per cent of all solid and semi-solid malignant tumours, but in none 
of the benign solid tumours. 33 per cent of all cystic teratomata 
and 50 per cent of all multilocular cystadenomata were more or 
less adherent : — 


SOLID. 

Mahgnant solid type: Unilateral 18, bilateral 6, in 51=50 per 
cent, approximately, of all solid malignant tumours. Thrice 
as common in unilateral as in bilateral, 

Benign solid type: Nil in 7=Nil. 

Cystic. 

Cystadenomata papillary all types 16 =nearly 60 per cent of 
all papillary cyst adenomata and 15 per cent of all cysta- 
denomata., 
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Cystadenomata non-papillary all types 4o=approximately 47 
per cent of all non-papillary cystadenomata and 35 per cent, 
approximately, of all cystadenomata. 

Cyslic teratomata: 8 in 24=approximately 33 per cent of all 
cystic teratomata. 

Hemorrhage, Extensive hemorrhage into the interior of the 
tumour was found in one solid malignant unilateral tumour, and 
in approximately 15 per cent of multilocular cystadenomata, 
multilocular pseudo-mucinous papillary cysts, 4 (all internal 
papillary); multilocular pseudo-mucinous non-papillary, 10; multi- 
locular serous papillary cvsts, 4. It was almost four times as 
common, relatively speaking, in papillary as in’ non-papillary 
cvstadenomata, 

Suppuration in tumour occurred 13 times in the series. Tt was 
present in approximately g per cent of multilocular cysts; 7 per 
cent of unilocular cysts of either type and 8 per cent of cystic 
teratomata; multilocular papillary, 3; multilocular non-papillary, 
7. untlocular evst, 1; dermoid cysts, 2 (1 malignant). 

Pregnancy was found in association with two cases of benign 
teratomata, and one of unilateral malignant tumour. All the 
patients were primigravide. One teratomata was removed at the 
third month of pregnancy. The other two tumours caused dystocia 
and the patients had Caesarean section performed. Incidentally, 
though two-thirds of the 21 patients with cystic teratomata were 
parous women and had 19 children among them, these were the 
only two who had any history of trouble during pregnancy or 
labour. 


Disturbances of menstruation and abnormal uterine hemorrhage. 

In this series it does not appear that ovarian tumours of any 
tvpe have, of themselves, commonly been causes of abnormal 
uterine hemorrhage. Of the 51 malignant solid tumours menor- 
rhagia was present in two only—one unilateral, and one bilateral. 
Postmenopausal metrostaxis occurred in two others of this class, 
of which one was unilateral. Menorrhagia and postmenopausal 
metrostaxis occurred only three times in 113 multilocular cysts, 
and three times in 22 non-malignant cystic teratomata when 
associated with fibroids or other uterine disease, 


Age incidence. A study of the age incidence shows that over 60 
per cent of malignant tumours and 57 per cent Of non-teratomatous 
cysts were discovered between the ages of 40 and 60 vears. The 
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majority of these appear to have had attention called to them 
around the years of the mace The youngest patient (and 
one of two under twenty years) had a solid malignant teratoma. 
Over 80 per cent of cystic embryomatous tumours called attention 
to themselves between 20 and 50 years of age. 

Condition of the other ovary in unilateral malignant tumour. 

The other ovary was examined microscopically in approximately 
61 per cent of cases of unilateral solid and partly solid malignant 
neoplasms. Microscopic evidence of malignant involvement was 
found in somewhat less than half of these, all being in carcino- 
matous cases, The 40 per cent of cases in which the opposite ovary 
was not examined were mostly cases of advanced disease in which 
operation was abandoned after laparotomy only. 

In the unilateral papillifercus cystadenomata of malignant or 
doubtful types, a microscopic report on the condition of the other 
ovary is too infrequent to allow of any useful investigation. 
Approximately 4o per cent of those reported upon, however, showed 
some evidence of definitely or doubtfully malignant involvement. 
None of the malignant embryvomata showed microscopic evidence 
of involvement of the opposite ovary. 


TREATMENT. 
Types of operation employed in malignant cases, and results. 
1. Ovariotomy (single) -6 patients. 
Still alive and free from recurrence 10 vears after 
operation ne se <a . os 
Still alive and free from recurrence six anita after 
operation 


No recurrence two years after operation (lost sight 
of since) 


Died under two vears after operation 
Died under one vear after operation 
Supravaginal hysterectomy + 1 aiid: 2 patients. 
Immediate mortality ; iw, Ae ‘ile. ee 
Alive one year after operation (when lost sight of) 
Supravaginal hysterectomy 4+ 2  ovariotomies—21 
patients. Immediate mortality a es 
Alive and no recurrence eight vears after operation 
Alive and no recurrence six years after operation 
(when lost sight of) en ie ~Sae ee 
Alive and no recurrence five years after operation 
Alive and no recurrence two years after operation 
(when lost sight of) 
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Alive and no recurrence one year after operation —... 
Alive and no recurrence under one year after operation 
Died of recurrence within one year after operation 

Died of recurrence within two years after operation 
Died of recurrence within nine years after operation 


Total hysterectomy + 2 ovariotomies-—-5 patients. 
Immediate mortality ee ee ee 
Alive and no recurrence 10 years after operation 
Alive and no recurrence under two years after operation 
Died or recurrence within one vear after operation 


Laparotomy only—19g patients. 
Immediate mortality ae 
Died within one year of operation 


Total immediate mortality rate for all operations—3.3 per cent. 


Survival rate (post-operative) in various types of malignant 
disease. 


1. Carcinoma 
Laparotomy only... ae on a 2 
(No patient survived more than eight t months.) 
Other types of operation wie = aa ae 
Of these, eight died within one year; one is free from 
recurrence eight vears after operation ; two were free from 
recurrence after six years but were then lost sight of ; 
three are free from recurrence within two years after 
operation ; one is free from recurrence under one year after 
operation. 


Sarcoma —1 patient, 
Alive and free from recurrence more than 10 years after 
total hystero-salpingo-o6phorectomy. 


Teratoma, 

(a) Cystic—2 patients. 
One died within six months after supravaginal 
hystero-salpingo-o6phorectomy, and the other was 
free from recurrence when lost sight of more than two 
years after operation, 

(b) Solid—2 patients. 
One died of recurrence 18 months after Ovariotomy 
only, and the other died 8} vears after supravaginal 
hystero-salpingo-oéphorectomy. 
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Iendothelioma —1 patient. 
Still alive and free from) recurrence 13. vears 
operation, 


Adenofibroma (? endothelioma) —-1 patient. 

Free from recurrence when lost sight of over two years 
after operation. 

Papillary cystadenoma—12_ patients. 

Of the nine patients who had supravaginal hystero- 
salpingo-odphorectomy performed one died immediately 
after operation; three died within one year; and one in 
18 months. Two still survive without evident recurrence 
after 16 months; and two others after six months, approxi- 
mately. Of the two patients who had total hystero- 
salpingo-o6phorectomy performed one died 12 months 
after operation. The other was free from recurrence when 
lost sight of two vears after operation. One patient who 
had a single ovariotomy performed with fairly wide 
removal of a long pedicle shows no recurrence after 
two months. 


value of operation statistics is naturally vitiated by the fact 
that the type of operation performed gives no more then a s 
indication of the degree of advancement of the disease. 


sneral 
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Ovarian Grafting from one Woman to another, with 
Report of a Successful Case. 


By 
BETHEL SoLtomons, M.D., B.Ch. (Dub.), F.R.C.P.1., F.C.O.G. 
Master, Rotunda Hospital. 


AUTOTRANSPLANTATION of the ovary, i.e., the transplantation of 
portion of ovary from one position in an animal to another, has 
been done hundreds of times in woman. Tuffier,' Blair Bell,? and 
many others practise it, but as 1 believe the ovary is best left 
in situ with its normal blood supply, | do not follow this procedure. 
It is chiefly indicated in case of hysterectomy when its sponsors state 
it cannot receive sufficient blood supply in its normal position, so 
they remove it and implant a small portion in the rectus muscle, 
where it is said to survive for variable periods. It is seldom, in 
my experience, that the ovary does not appear to have a better 
chance of functioning with its own supply from the ovarian vessels 
than in some new situation, and the question even of leaving or 
removing the ovary in case of hysterectomy, in any event, is very 
much sub judice. Franklin Martin® and others have collected 
extensive statistics which seem to prove that the menopausal 
symptoms which occur after the removal of ovaries at the time of 
hysterectomy are much the same if the ovaries remain in silu, for 
they state that atrophy occurs very quickly. Be this expression 
of opinion what it may, the fact remains that the psychological 
effect on the woman who is informed that she still has her ovary 
or Ovaries is great enough to warrant their retention when possible. 

Animal experimentation with grafts shows that the time which 
clapses before the death of the graft is short. 


Hetero-transplantation of the testicle, i.e., transplantation from 
one species to another, has become very popular through the work 
of Professor Voronoff* and his disciples, and hetero-transplantation 
of the ovary, though not so commonly done, is practised fairly 
extensively by Voronoff. He uses the ovaries of chimpanzees, 
and, ‘in a letter written to me, states that the psychological and 
general effect of these transplants is very great, but menstruation 
does not occur. When portions of ovary are grafted from one 


—< 
animal to another they are not very successful in their results, 
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325 
GRAFTING FROM ONE ANIMAL TO ANOTHER, 


Before deciding to make a graft certain points must be 
considered. 


Suitability of donors. : 


Although this method of transplantation has been performed 
without blood tests it is believed by most people that these are 
necessary. Loeser® insists that the patient should be healthy from 
the metabolic point of view. Schwazmann* makes severe tests 
and suggests that the blood groups of donor and receiver should 
be the same. He has also studied the agglutination of the cells of 
the ovary. For this the organ must be tested as well as the erythro- 
cytes. The technique is complicated, and the paper should be 
studied. He examined 29 ovaries and showed that the ovarian 
tissues possess agglutinogenic properties identical with those of the 
erythrocytes. The transplant, therefore, has the greatest chance of 
success when the blood groups of donor and receiver are the same, 
or at least if the blood of the 1ecipient does not contain any agglutins 
capable of agglutinating the erythrocytes of the donor, or of being 
absorbed by the cells of the transplant. 


Indications. 


The indications for grafting from one woman to another are 
numerous, according to various authors. Amenorrhoea in the young 
woman, premature menopause, premature senility, epilepsy and 
mania, all rank as indications. 

g 

Ile removed one ovary and substituted for it the ovary of 
a woman of thirty. He attempts to show in his paper that 
the epilepsy was of endocrine origin. In this case development 
of secondary sexual characterictics developed, but there was no 
effect on the epilepsy. Madruzza* had an instructive case of 
improvement in the health of a woman of seventy-three when the 
graft of an ovary from a pregnant woman was made. Schreiner* 
reports a case of a woman who suffered from mental depression and 
who attempted suicide. The patient became normal after implanta- 
tion of an ovary from a woman who had been operated on for 
myoma. Latis Bey'® suggests many indications and states that 
transplantation should be tried even in the most hopeless case. He 
has had success in cases of cretinism and senility. He mentions 
various psychoses cured; one of these patients recovered so well 
that she was able to marry. 


Bollag’ had a_ patient, aged 20, suffering from epilepsy. 
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Technique. 

There is no doubt that a technique which makes for extra- 
peritonealization of the graft is the safest procedure. The rectal 
aponeurosis is the most popular site. If the graft could be placed 
with safety in such a position that it would extrude a healthy ovum 
with a view to pregnancy it would be best, but this is a more 
dangerous method than the extraperitoneal one. 

Loeser® has used a child’s ovary in two cases; this proved very 
valuable and gave excellent results. It is obvious that the difficulty 
in obtaining material would be great. The author is in cordial 
agreement with Santini,'' who believes that when an ovary is 
present in the body the graft stimulates it to active function. 
Calvanico,'? instead of using one piece of graft, uses three: he 
places one part in a small sac in the broad ligament ; the other pieces 
are placed on the ovarian fimbrize and between the rectus muscle 
and the abdominal fascia, One patient improved and menstruation, 
which had been absent, returned. 

Pende"™ is not satisfied with grafting ovary ; when experimenting 
with apes he grafts thyroid and pituitary in addition. He records 
some successes. Engle grafts anterior lobe of pituitary in 
addition to ovary; he has grafted ovary on to male animals: he 
found normal libido and fertility, but masculinity persisted. 

Pregnancy following grafling. 

There are a few cases reported: Mariano and Placeo,” in forty 
guinea-pigs, transplanted an ovary with its vascular pedicle into 
the horn of the uterus. The second ovary was removed at the 
same time or later. They found that the ovarian grafts always 
took : further details are given. They say that animal experiments 
do not bear out the clinical evidence of pregnancy occurring after 
grafting in the human being; that when this occurs it is question- 
able if the fertilized ovum originated in the transplant. It is more 
likely that it occurred in the ovarian remains. 


Influence of endocrines on graft. 


| believe that if the correct hormone could be found, grafts 
would be influenced. | state with confidence that, having given 
various glandular extracts to cases of hypofunction and having seen 
their definite and direct influence in these cases, they should be 
used as a routine in cases of grafting. 

Although I have performed a few autotransplantations my 
experience of transplantation of ovary from one woman to another 
was extremely limited until | operated on the case | am about to 
report. 
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I may say I was very diffident about operating on this patient, 
but she was an intellectual woman who had read much literature 
on the subject and was most anxious to give the method a trial. 
| was treating her before the operation over a period of one and a 
half years, and during that time I had prescribed various remedies. 

Her previous history was as follows :—Before becoming preg- 
nant she had several treatments and operations, as the result of 
which she became pregnant and was delivered of a healthy girl, 
who is 10 years old and is strong. In 1924 she was operated on 
for tubal pregnancy. After this she had various minor gyneco- 
logical operations, but following an operation on her cervix, in 1927, 
she suffered much from leucorrhoea and pain; both of which were 
difficult to cure. She continued suffering pelvic discomfort until 
December 1927, when she consulted a gynecologist, who, because 
of ‘tan increase of hardness in the uterus’? and the presence of a 
small fibroid, inserted 4o milligrammes of radium for 24 hours. 
She states she had no knowledge of the effect of the radium on 
menstruation, This did not cure the leucorrhoea, and diathermy and 
other methods were tried. 

She consulted me because menstruation had ceased since the 
radium treatment, and she was anxious for pregnancy. Although 
I gave a bad prognosis, | tried various glandular extracts, including 
an oestrin preparation of Parke Davis. When I used twelve times 
the dose recommended she began to feel very much as if menstrua- 
tion would occur, and progynon, a preparation containing hormone 
from the urine and placenta, improved her general condition, 

This preparation is very useful as a corrective at the menopause, 
and marked success, including periodic epistaxis, has followed its 
use in Ovariotomized patients, 

The desired results did not follow, so transplantation was 
decided upon. 

A healthy girl of 26, who required a Gilliam suspension, was 
chosen and the following technique was used. 

Both patients were anesthetized simultaneously. There were 
two tables in the theatre. I opened the abdomen of the donor; one 
of my assistants (Browne) opened the other. [| quickly removed 
a wedge-shaped piece, containing cortex and medulla, the size of 
a hazel nut, from the ovary; and my assistant (Taylor) closed ihe 
ovary and completed the operation. 


I changed my gloves and 
proceeded with the graft. 


Following Blair Bell’s technique, 
an incision was made in the right rectal aponeurosis, slightly 
away from the middle line; all haemorrhage was avoided, and the 
graft was placed in the rectus muscle. The aponeurosis was 
then closed and the skin and subcutaneous tissues united in 
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the usual way. It must be stated that over two years elapsed 
between the insertion of the radium and the grafting, and that the 
patient was aged 41 at the time of my operation. 

Within one month of the operation improvement occurred. 
The patient looked better. She slept without hypnotics for the 
first time since the radium was inserted, and within two months 
of the operation she menstruated, I heard from her, and since 
January she had menstruated as follows: in January, March, 
April and June; she missed February and May. This was 
extremely satisfactory to her, but prolonged menstruation and 
pregnancy seem unlikely. 

It seems to me that if the improvement were sustained her own 
ovary might take on new life. The future will decide. 

This operation can never become general. There are too many 
difficulties in the way. The subject chosen as donor must be 
healthy and suitable. 

Although it is not claimed that generalities can be deduced from 
one example, this type of transplantation should be useful in the 
case of a young girl who has never menstruated, or who has ceased 
but resists all efforts to bring it on again. It would be charlatanism 
to suggest that this operation should be done on a large scale. To 
select an individual case such as the one reported is advisable. 
The whole literature on the subject of grafting is not given here. 
Only one phase of the subject is considered. If plastic grafting 
is done in selected cases by skilled surgeons, results should be 
obtained which should help women to become healthy in body and 
mind, even if desired fertility is not obtained. 
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Malignant Disease of the Ovary. 


By SAMUEL J. CAMERON, M.B., F.R.C.P. & S. (Glas.), F.C.O.G. 
Gynecologist, Weslern Infirmary, Glasgow; Surgeon, Royal 
Malernily and Women’s Hospital, Glasgow. 


THE observations on the clinical aspects of malignant disease of 
the ovary in this communication are founded on an analysis of 150 
cases of cancer and 19 cases of sarcoma. To obtain these numbers 
I have added the cases which | reported in the British Medical 
Journal* to the examples supplied by my colleagues, and the 
present note is based on an average of both groups. The investi- 
gation adheres to the scheme prepared locally for the Congress 
and, consequently, the survey is mainly statistical. 

Age incidence, Apparently, neither the young nor the old 
are exempt from this disease, the extremes of age being seventeen 
and seventy-four, but 52.5 per cent of the cases occurred between 
the 45th and 6oth years. When the series was studied in five- 
yearly groups it was found that the disease was met with most 
frequently in patients from 45 to 50 years of age: three cases only 
were noted in patients over 70, and six in women under 25. It is 
worthy of note that this disease was observed almost as frequently 
under the age of 45 years as over the age of 55. 

Parity. Parous women seem to be more liable to fall victims 
to cancer of the ovary than nullipare, the percentages being 57.2 
and 42.8. It would, therefore, appear that dehiscence of the ovum 
is not a predisposing: factor. 

Pain. Unfortunately this was a common symptom, but 
the investigation does not reveal whether pain was complained of 
early or late in the illness. My impression is that abdominal dis- 
comfort is not infrequent soon after the formation of the neoplasm, 
but that pain becomes distressing only in the later stages. Never- 
theless, the incidence of this symptom is high, being 61.2 per cent, 
and this can be readily understood when one considers the extent 
to which the abdominal and pelvic viscera may become involved, 
and the pressure which may be exercised on the nerve trunks and 
vessels. 

Abdominal swelling, loss of weight, and period of ill health. 
These symptoms can conveniently be considered together, as 


* Brit. Med. Journ., August 15th, 1925. 
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frequently they co-exist and, indeed, they may contribute the only 
obvious disability when the patient first seeks advice. Scrutiny 
of the histories demonstrates that in exactly one half of the cases 
the patient’s attention was directed to the abnormality by the 
presence of an abdominal swelling, and enquiry usually elicited 
the information that for some time prior to the appearance of 
abdominal distension the general health had deteriorated. Under 
the age of 50 years the duration of ill health before examination 
varied from three to six months: from this age to 60 years the 
period of unsatisfactory health was longer, as 50 per cent of these 
patients had experienced lassitude and lack of well-being for 12 
months or more. There is thus sufficient evidence to conclude that 
deterioration in strength precedes the other symptoms and signs, 
and in no less than 42.4 per cent of the cases the patients realized 
that their weight had diminished. The importance of a routine 
examination of the pelvic contents of ailing women is, therefore, 
obvious, as detection of the growth will be followed by early 
surgical procedure. In such instances, also, the condition of the 
breasts, stomach and gut should be investigated, as the ovarian 
lesion is often secondary to cancer in one of these situations, and 
this circumstance sometimes accounts for the period of ill health 
which precedes the discovery of the ovarian neoplasm. 

Uterine hemorrhage. In my former communication | com- 
mented on the frequency of this symptom, although its prevalence 
had escaped my notice till then. A study of the 150 histories in 
the present series shows that this symptom was observed in 48.5 
per cent of the cases. Bleeding seems to be especially common 
between the ages of 35 and 4o. It is possible that the high 
incidence at this time may be due to endocrine disturbance and 
may not bear any relation whatsoever to the malignant process. 
In old women this symptom is rare and may be attributed to the 
pronounced atrophic changes which involve the genital structures. 
Amenorrhoea is seldom encountered, and in women who have not 
reached the menopause the incidence is only 12.8 per cent. 

Digestive disturbances. It is a recognized clinical fact that 
the subjects of malignant disease in any situation often exhibit 
disturbances of the gastro-intestinal tract, and in the present series 
the percentage of patients so affected was 21.4. 

Dysuria, Owing to its anatomical situation in relation to the 
tumour the bladder may fail to function efficiently as the neo- 
piasm grows, and dysuria was noted in 18.5 per cent of the cases, 
while difficulty of defeecation was less frequent (7.1 per cent). 


Dyspnaea. The percentage figure here of 7.1 seems 
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prisingly low when so much of the space in the peritoneal sac 
must be occupied by the neoplasm and ascitic fluid. 

The remaining symptoms, with their percentage of incidence, 
may be conveniently given in tabular form :— 


Vaginal discharge . 43 per cent 
Pyrtie 4 6s 3) §=6 per cont 
Pigmentation ....... 2.8 per cent 
Phiebitis ... ... ... 1.3 per cent 


In 5.7 per cent of cases the patients did not have any symptoms. 

Interesting as these statistics may be, the clinical picture, as | 
see it, is that of a woman approaching middle life who gradually 
realizes that the joys of life are ebbing. No longer do edible 
delicacies appeal to her. Open-air pursuits lose their charm, as 
fatigue quickly follows exertion. Pride in household management 
is replaced by a spirit of indifference or even melancholy, and at 
the same time the patient becomes conscious of vague discomfort 
in the abdomen. Later the flesh disappears from the limbs and, 
simultaneously, the lower portion of the belly enlarges. The face 
gradually becomes pinched, the malar bones seem unusually 
prominent, the eyes appear to have sunk more deeply into their 
sockets, and the entire facial aspect is one of anxiety mingled with 
depression. Should an abdominal examination reveal the presence 
of free fluid and an ovarian neoplasm, the nature of the disease 
should be suspected. Even earlier, when the growth is still within 
the confines of the pelvis, I find that the diagnosis is seldom wrong 
ii a sensation akin to emphysematous crepitation is Communicated 
to the fingers on bimanual examination. 


COMPLICATIONS. 

elsciles, From a perusal of the various complications encoun- 
tered in this disease the most frequent was found to be ascites, 
which occurred in 46 per cent of the cases, and did not bear any 
relation whatsoever to age. 

Adhesions. The incidence of adhesions was 28.5 per cent and, 
apparently, their number and density were not influenced by the 
age of the patient, but owing to their presence removal of the 
tumour was rendered impossible in 23 per cent of the cases. 

Secondary growlhs clouded the surgical outlook to the extent 
of 20 per cent, but it is clearly the duty of the operator to remove 


the ovarian neoplasm whenever possible, as by so doing distressing 
pressure symptoms may be avoided. 

Rupture of the cyst and torsion of the pedicle occurred with 
equal frequency, the percentage of each being seven. The two 
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rarest complications were pelvic infection and glandular involve- 
ment, the respective percentages being 2.8 and 1.3. 


IXPECTION OF LIFE, 

The surgical treatment of cancer of the ovary is disappointing. 
In most instances our sole satisfaction must rest in the conscious- 
ness that a contribution has been made towards diminishing 
suffering in the later stages. It seems that young patients and 
aged patients succumb slightly more rapidly than middle-aged 
subjects, the average expectation of life after operation being less 
than a year. One patient remained in good health for nine years, 
but eventually she died of a recurrence of the growth. 

As the years pass I tind myself becoming dubious regarding 
the benefits which are supposed to accrue from the use of deep 
X-ray treatment of this condition, but | admit that in two of the 
cases which I sent to the radiologist the results were satisfactory. 


SARCOMA OF THE OVARY. 

In the combined list | can find notes of only 1g cases of sarcoma 
of the ovary, so that it must be regarded as a comparatively rare 
lesion. The average age was 43, the youngest patient being 22 
and the oldest 65. Women who had borne one or more children 
were again found to be more frequently attacked than nullipare, 
the relative percentages being 58 and 42, so that the figures 
approximate very closely to those recorded in connexion with 
ovarian carcinoma. Menstruation was normal in 47.5 per cent, 
hemorrhage was noted in 36.8 per cent, while amenorrhoea existed 
in 15.7 per cent of the cases. As might be expected, pain was 
manifest in the majority of cases, the incidence being 84.2 per 
cent, while ascitic fluid was found in 26.3 per cent of instances. 
The average duration of ill health prior to examination was three 
months, a shorter period than in cancer of the ovary, and when 
the abdomen was opened removal was possible in only 57 per cent 
of the tumours. The expectation of life after operation did not 
differ materially from that observed in carcinoma of the ovary. 
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The Clinical Features of Benign Ovarian Tumours. 


By Joun Garpner, M.D., FP.R.C.P.& S. (Glas.). 


Surgeon, Royal Samaritan Hospital for Women, Glasgow. 


I HAvE had allotted to me the task of analysing and, if possible, 
summarizing our experience in Glasgow, in recent years, of benign 
tumours of the ovary. .As every gynecologist rapidly accumulates 
a large experience of ovarian tumours you will readily understand 
that we do not suffer from lack of material. My remarks are 
founded upon a scrutiny of some 300 cases from six gynecological 
clinics. These have been taken as they came, more or less in 
sequence, and quite without selection of any kind. If they do give 
any indication of the total incidence of these growths they iaay, | 
think, be taken to represent a faithful cross-section of our experi- 
ence in recent years. 

My sole concern is with the clinical features of benign ovarian 
neoplasms. Perhaps only the surgeon who operates has any 
adequate appreciation of the clinical features of a case. From the 
short, summarized case-histories at my disposal I can do little more 
than pick out the salient points. At best, clinical data have not 
the precision of laboratory findings, and an enquiry such as this 
must always be handicapped by a large margin of possible error. 
| have resisted the temptation to express my findings in arith- 
metical figures. The material with which I am dealing is not 
amenable to the rigidities of arithmetic. Conclusions so expressed 
would probably be misleading and might even be preposterous. 

Have ovarian tumours any characteristic and recognizable 
clinical features? All of us have vivid recollections of many 1 
strenuous half hour with a refractory ovarian cyst, and the question 
may seem to be absurd. On the other hand are we not all familiar 
with the patient who presents herself, for the first time, with an 
ovarian cyst the size of a full-time pregnancy, and who declares 
that she was quite unaware of its presence until, perhaps, her 
friends began to comment upon her configuration? Is it not a 
common textbook statement that an ovarian cyst has not usually 
any symptoms until, by its mere size, it forces itself upon the 
patient’s consciousness ? Obviously, in this connexion, we must 
think only of the simple, uncomplic¢ated ovarian tumour, and | 
have selected from my list 70 such cases which seem to be beyond 
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suspicion. These are cases in which the operator apparently did 
not find complications of any kind--torsion or adhesions, or 
other lesion in the pelvis or abdomen. It is, of course, im possible 
to eliminate all possible causes of symptoms, but it is, nevertheless, 
ititeresting to find that very few of these patients were without 
symptoms. In the vast majority | find symptoms of abdominal 
discomfort, and occasionally symptoms of a much wider range. 
Ilere, for example, is a case-history :— 

Patient aged 29; nulliparous; unmarried. 

History: Failing general health for seven or eight months, 
frequent attacks of abdominal pain, never severe. Recurrent 
nausea and occasional vomiting. Loss of appetite and progressive 
loss of weight. Examination showed large tumour extending from 
pelvis to a point two inches above the umbilicus, obviously cystic. 

Operation: Removal of cyst—a simple multilocular serous 
cystadenoma-—no adhesions. 

Her symptoms ceased entirely with the operation and she made 
a good recovery. Now, three years later, she remains well and 
has not had any recurrence of symptoms. 

Can we venture to say that her ovarian neoplasm was symptom- 
less? Llowever nebulous the connexion between the cause and 
the apparent effect it is difficult to escape from the mere sequence 
of events. It is not possible to run these symptoms into the mould 
of a definite symptom complex, but neither is it possible to brush 
them lightly aside and make the general assertion that benign 
tumours of the ovary are symptomless, 

The story of symptoms is seldom so dramatic as in the case 
quoted, but in the vast majority | find noted a complaint of 
abdominal pain or discomfort. The pain is nowhere described as 
severe, nor, apparently, has it any menstrual incidence. Dysmenor- 
rhoea, indeed, is rather conspicuous by its absence. 

Quite often I find mentioned irritability of the bladder, and it 
isa symptom by no means confined to cases of impacted tumours. 
It seems to crop up arbitrarily in any sort of case. 

In discussing ovarian neoplasms, one’s mind turns naturally io 
the question of menstrual disturbances. These are notoriously difli- 
cult to assess. Who is to define the significance of menorrhagia ina 
multiparous woman of 45, or of amenorrhoea in a girl of 17? 
Here, again, | am thinking only of the simple, uncomplicated 
tumour, but it is seldom, if ever, possible to exclude other disturb- 
ing factors. Looking only at the uncomplicated tumour in 
patients over 20 years of age, when, presumably, the menstrual 
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function is well beyond its initial instability, and under 40, when 
it has not yet come within the orbit of the menopause, | find noted 
disturbances of menstruation, but not with sufficient frequency to 
have much significance. In about 25 per cent of uncomplicated 
cases there is mention of menorrhagia, much less often metror- 
rhagia and irregularity, and in one or twe instances amenorrhoea. 

't may be of interest to note that amenorrhoea is not recorded 
in any of the cases in which the tumour was bilateral. These 
instances of menstrual disturbance have no strength in their appeal, 
and I cannot make from them any relevant deduction unless it be 
the purely negative one that our experience does not support the 
contention that benign ovarian tumours do not have any influence 
on menstruation, 


The complicated tumour leads us into a wide area of svmpto- 
matology which | cannot pretend to explore. What visceral 
function is immune from the violence of an inflamed peritoneum ? 
There is no limit to the abdominal turmoil caused by an ovarian 
tumour which has gone astray. In practically all of these 300 
cases the operator has taken the trouble to record with some care 
the condition found at operation, and it has been a matter of 
amazement to me to find that serious complications were present 
in 125 0f them. In this category | am not including such findings as 
“a few filmy adhesions.’’ | refer only to complications which 
apparently made some material difference to the technique of the 
operation. IT had not thought that 40 per cent of benign ovarian 
tumours were thus complicated. It is widely at variance with my 
own experience, but it is the actual record of the conditions found 
at operation in this large series of cases, | think we in Glasgow 
would be interested to learn how far it agrees with the experience 
elsewhere. | have observed, in another connexion, wide differ- 
ences in the experiences of clinics, existing and working under 
precisely similar conditions, To me these apparent discrepancies 
are inexplicable, and possibly they are but another illustration of 
the fact that the margin of error in any statistical survey of clinical 
data is almost illimitable. 

Torsion is a constant source of trouble. It is definitely 
described in 43 cases, but may well have been the initial cause of 
trouble in many others. [| am not able, from my material, to say 
how far concomitant pelvic infections may be responsible. Wide 
adhesions, presumably from some low form of infection, are very 
common. Suppuration is recorded in three instances only. [In one 
case the cyst, a large pseudo-mucinous cystadenoma, was found 
at operation to be already ruptured, part of its contents being free 
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in the peritoneal cavity. There was no history of preceding 
trauma, unless we are to place in that category the fervour and 
enthusiasm of the modern medical student’s abdominal palpation. 
Our clinics are all teaching clinics. 

I have spoken so far of benign tumours of the ovary as a class, 
irrespective of the type of tumour. But I am obviously handi- 
capped by this restriction in discussing the clinical features of 
these neoplasms. There is a wide gulf between the benign fibroma 
of the ovary and the more common cystic tumours, but the clinical 
features of the different tvpes of cystic tumour do not stand out in 
such bold relief. In these records | am unable to find any 
characteristic story of symptoms which would enable the surgeon 
to place the tumours in their proper categories. The differentia- 
tion is made either by the surgeon at the time of operation, or 
subsequently by the pathologist. The pathologist, indeed, has a 
virtual monopoly of this task, and his is the only classification 
which can pretend to any accuracy. 

In this list of 300 cases there were only 14 solid tumours of the 
ovary, all of them described as fibroma or fibro-adenoma. It is 
of some interest to find that four of these came to operation with 
symptoms of more or less acute distress from torsion, 

There have been 24 dermoids, making eight per cent of the 
total. The majority of the dermoids have been found more or less 
adherent to the surrounding structures, There were two instances 
of bilateral dermoids. 

There is nothing of outstanding interest in the age incidence 
of benign tumours of the ovary. Six patients were under 20, and 
seven were over 70 vears of age. The oldest was 81. The period 
of maximum incidence is in the region of 40 years of age. 

There is little room for controversy in the matter of treatment. 
It is operative at all times, unless the patient is already in 
extremis, There has recently been preached a gospel of very 
radical procedure. In a recent edition of an old established text- 
book it is stated that ‘fin all cases of papillomatous cyst... . the 
other ovary must be removed.’’ That has not been our practice. 
When both ovaries have been removed the tumour was bilateral, or 
there was gross, obvious disease to suggest the removal. I have 
to remember that I am speaking for my colleagues as weil as for 
myself and I cannot commit them to opinions of any sort, but | 
do not find in these records any evidence that the mere presumption 
of malignancy has been considered so overwhelming as to dictate 
the removal of an apparently healthy ovary. For myself, 1 have 
not found my after-results so studded with disasters as to induce 
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me to abandon conservatism. In young women, at all events, con- 
servatism has been our ruling principle, and every effort has been 
made to retain a sound piece of ovary. Total ablation has been 
avoided when at all possible. 


There have been eight operative deaths, a mortality rate of 
2.7 per cent. 


Such, in epitome, has been our recent experience of benign 
ovarian neoplasms, Necessarily, it is the brighter side of the 
picture. It is with growths of a malignant or semi-malignant 
character that the more difficult problems of symptomatology and 
treatment arise, but these are outside the scope of my remarks. 


(The discussion on the foregoing papers, Nos. I lo XI will 
be found on page 377.) 





The Influence of Childbearing upon Pulmonary 
Tuberculosis. 


By A. Leynanp Ropinson, M.D. (Lond.), F.R.C.S. (Eng.) 
F.C.O.G. 


Lecturer in Obstetrics and Gynecology, Universily of Liverpool, 
Honorary Surgeon, the Hospital for Women, Liverpool. 


INTRODUCTION, 
In this country antenatal work in clinics and maternity hospitals 
has been chiefly concerned with the toxzemias and hzmorrhages 
of pregnancy and the prevention of the mechanical accidents of 
labour. The study of the mutual reactions of pregnancy and 
organic disease has received comparatively little attention. 

There are several reasons for this apparent neglect. The 
obstetrician has developed along lines that are almost exclusively 
surgical, and as a result does not feel competetent to treat 
conditions that are essentially medical in type; moreover the realm 
of pure medicine has become highly specialized, and many diseases 
have been removed from the province of the general physician to 
that of the medical specialist. Specialization of this kind imposes 
certain limitations on the activity of the individual clinician, 
and it is inevitable that, in general, the expert obstetrician 
should be unfamiliar with the clinical manifestations of- tuber- 
culosis and the tuberculosis officer should have little interest 
in the science and art of obstetrics. These limitations are intensi- 
fied by the present method of restricting certain diseases to special 
hospitals. Cases of tuberculosis, for example, are almost inacces- 
sible to the profession at large, because the State has realized 
that it is the most serious of the infectious diseases and has made 
provision for the isolation of all those who suffer from it. Segre- 
gation is also applied, in some degree, to those who are responsible 
for the supervision of this disease, and doctors and nurses are set 
apart in a service which directs their whole attention to the subject 
of tuberculosis and provides few opportunities for the study of 
other branches of medicine. But the State, which is so lavish in 
its provision for the welfare of the ordinary tuberculous patient, 
does not make any attempt to meet the special requirements of the 
pregnant woman who is suffering from tuberculosis; in fact it 
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would appear that the onset of pregnancy diminishes rather than 
increases the chances of entry into most sanatoria, and it is there- 
fore impossible for the medical officers attached to these institutions 
to study in continuity the effects of conception upon the disease 
with which they are particularly concerned. On the other hand, 
the presence of active tuberculosis is quite rightly regarded as a 
bar against admission to the ordinary maternity hospital, which 
cannot offer sanatorium treatment to the tuberculous woman and 
provide that isolation which is necessary for the safeguarding of 
the remaining patients. 

No doubt the wards of most maternity hospitals do occasionally 
(perhaps unwittingly) harbour a woman with tuberculosis, but the 
members of the obstetric staff are unable to follow up the patient 
after her discharge. 

It will be agreed that efforts to study the relationship of preg- 
nancy to organic disease can best be made in general hospitals, 
where the advantages of team work are associated with the diag- 
nostic and therapeutic resources of the special departments which 
are attached to these institutions; but at the present moment there 
are no facilities for the reception of the pregnant tuberculous woman 
in general or maternity hospitals, and few sanatoria are provided 
with the equipment and personnel necessary for the satisfactory 
supervision of pregnancy, labour, and the puerperium. 

For these reasons it is difficult for the obstetrician to make a 
clinical approach to the problem that arises out of the conjunction 
of tuberculosis and pregnancy, and the present communication is 
the result of a different method of investigation. 

The material of this paper is based upon the answers received 
to a questionnaire drawn up from the obstetrician’s point of view 
and submitted to a number of recognized specialists in tubercu- 
osis, including medical officers of health, tuberculosis officers, and 
superintendents of sanitoria in the United Kingdom, Ireland, and 
clsewhere. Precisely 200 answers have been received, of which 
40 have come from the following countries abroad: Africa, 
America, Australia, Canada, China, France, and Switzerland. 
The views of these experts claim serious attention as being repre- 
sentative of the best modern opinion on this subject, and my 
sincere thanks are due to all who have answered the questionnaire 
and placed their knowledge so freely at my disposal, and especially 
to those who have sent me reports of cases, references to the 
literature and friendly criticism. 


This paper, which embodies the result of this enquiry, is 
arranged in the following way : 


A 
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(1) An epitome of the answers and the points raised by them. 
(2) A number of representative answers (quoted verbatim). 
(3 


) A tabulated analysis of the answers, giving the numerical 
grouping of the results. 

An earnest attempt has been made to record the results in an 
impartial manner and to give a fair hearing to everyone, including 
that small minority whose opinions clash with those of the 
majority. It is possible that one or two small points may have been 
overlooked, but there have been no deliberate suppressions or 
alterations and it is hoped that nothing of real importance has been 
omitted or misrepresented. 

A small matter of regret, due to a lack of precision in drawing 
up the questions, was the uncertainty created in some minds as to 
the type of disease referred to in the questionnaire, but fortunately 
the majority took it for granted that pulmonary infection was 
indicated, and this paper is concerned only with that form = of 
tuberculosis. 


(QUESTIONNAIRE. 

(1) Do you consider that childbearing (especially if repeated 
frequently or at short intervals) has any definite effect in producing 
latent tuberculosis ? 

(2) Does the supervention of pregnancy have any constant effect 
on active or recently healed tuberculosis ? Is the effect, if any, seen 
more frequently in early or late pregnancy or during the puer- 
perium or lactation ? 

(3) Do you think that childbearing is ever beneficial to women 
with tuberculosis ? 

(4) Do you recommend special treatment for such patients 
during pregnancy or the puerperium ? 

(5) Do you recommend the induction of abortion for pregnancy 
complicated by latent, healed, or active tuberculosis ? 

(6) Do you consider that patients with tuberculosis should be 
sterilized, or at least instructed to avoid pregnancy ? 

(7) Do you consider that tuberculosis has any effect on preg- 
nancy, yg. in producing abortion, toxemia, premature labour or 
foetal disease ? 


Do you CONSIDER THAT CHILDBEARING (ESPECIALLY IF REPEATED 
FREQUENTLY OR AT SHORT INTERVALS) HAS ANY DEFINITE EFFECT 
IN DEVELOPING LATENT TUBERCULOSIS ? 
The use of the word ‘latent’? was criticized by some experts 
who asked: ‘What is meant by latent disease ?’* and it must be 
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admitted that the meaning of this word when applied to medicine 
is not easy to define. At the same time, the employment of this 
vague term and the criticism it has evoked have served a useful 
purpose by drawing attention to a possible source of error that must 
be guarded against, if serious misunderstanding is to be avoided, 
when writing on the subject of tuberculosis. This error concerns 
nomenclature and depends upon the various definitions and impli- 
cations that may be attached to the terms latent and quiescent. 

-atients with recently healed lesions or with active disease 
whose sputum is, or has been, positive are justifiably regarded as 
tuberculous, but there is no certainty about many people with a 
suggestive family history or a suspicious diathesis who are fre- 
quently looked upon as the subjects of latent disease. The fact 
that an individual comes from a definitely tuberculous family does 
not in itself afford undeniable evidence of a special tendency 
towards tuberculosis; on the contrary, those members of the 
family who are reared among infectious relatives and show no 
signs of the disease during adult life, have either been born with 
a special resistance to tuberculosis or have acquired an enhanced 
immunity by contracting and overcoming the infection during 
childhood. The diagnostic significance of a bad family history 
cannot be denied, but heredity and parentage have acquired an 
exaggerated importance in the minds of some observers, who main- 
tain that the association of a suspicious family history with simple 
catarrh, or some fault in nutrition, is enough to justify the diagnosis 
of latent tuberculosis. 

There is also an evident lack of uniformity, in) methods of 
examination and standards of diagnosis, which affords much scope 
for differences of opinion and misunderstanding. Some clinicians 
rely upon physical signs, and others are much influenced by X-ray 
findings: one exceedingly cautious type of observer will refuse to 
make a definite diagnosis in the absence of a positive sputum, 
while another will accept harsh breath sounds, apical asymmetry, 
and dubious shadows in a radiogram as proofs of the disease, 
and consequently has little difheulty in finding evidence of tuber- 
culosis in most members of the community. 

There is thus a wide latitude of opinion concerning what is 
meant by latent and what is to be regarded as evidence of this 
type of disease, but to most clinicians the term = signifies the 
absence of clinical signs of activity, and latent tuberculosis is 
represented by a number of fairly detinite clinical types of which 
four may be mentioned :— 


(1) A patient with a simple but suspicious catarrh, a family 





342 Journal of Obstetrics and Gynzcology 


history of tuberculosis and a negative sputum, who becomes 
sputum-positive during pregnancy. 

(2) A weakly but apparently healthy woman who for no adequate 
reason, such as special exposure to infection, develops tuberculosis 
during pregnancy or the puerperium. 

(3) A patient who develops tuberculous lesions during or after 
successive pregnancies and remains free from active disease in the 
interval between each reproductive epoch. 

(4) There are some families with a special tendency towards 
tuberculosis, whose individual members possess a lowered resis- 
tance to this infection and are therefore specially prone to develop 
the disease under conditions of stress. 

In the interpretation of results, a correction must be made for 
cases which are exposed for the first time, and succumb, to a mass 
infection during pregnancy, and for others in which a pre-existing 
tuberculous lesion is first discovered during pregnancy. After 
due allowance has been made for these sources of error (and they 
are obviously familiar to those answering the queslionnaire) the 
majority of replies may be divided into two groups :— 

Group A declare that pregnancy and labour favour the 
development of tuberculosis in those who are susceptible to the 
disease; in their opinion the effect is increased by factors that 
lower the general resistance, but it is an independent and specific 
reaction. 

Group B, on the contrary, consider that pregnancy has no 
specific influence on the development of tuberculosis, but allow 
that it may act indirectly by lowering the immunity of the patient; 
as a complication of tuberculosis it is formidable only when the 
patient is surrounded by bad economic conditions. 


REPRESENTATIVE GROUP A ANSWERS. 

No, 136. Yes; latent pulmonary tuberculosis almost invariably becomes 
active after the confinement. As a tuberculosis officer, one has seen quite 
a number of women in whom tuberculosis has not been suspected prior to 
delivery, who frequently run a temperature from the third or fourth day 
of delivery. Such cases are not usually notified as ‘puerperal fever,’? and 
when these women are seen two or three weeks after by the tuberculosis 
officer, active infiltrative symptoms (almost invariably of the upper lobes) 
are found. 

No. 52. Most certainly. I have seen several undoubted cases in which 
the first pregnancy, a few months after delivery, led to an exacerbation of 
a tubercular lung focus with fatal terminations. I have not observed 
repeated pregnancies having a special effect. 

No. 75. In the past ten years I have had several cases of pulmonary 
tuberculosis which started apparently after childbirth. 1 can remember 
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two especially who developed miliary tuberculosis of the lungs and died 
two months after childbirth. 

No. 108. Yes; insidious and sometimes acute onset of well-marked 
tuberculosis may date from a confinement without any obvious source of 
infection. 

No. 106. The only evidence which has come under observation in this 
district, bearing on the effect of childbearing developing latent tubercu- 
losis, occurred in June, 1927, when a mother who had previously been an 
attended at a sanatorium, immediately after giving birth to a child 
developed pulmonary tuberculosis, which proved fatal in September of the 
same year. 

No. 125. Yes, if the pregnancy is repeated at short intervals; though 
if the pregnancies are well spread, the question whether childbearing 
causes the development of latent tuberculosis depends upon the mother’s 
state of health and resistance, and very much upon the conditions under 
which she is living. 

No. 87. Repeated confinements, in my opinion, definitely tend to stir 
up and reactivate a healed lesion. A mild infection will after parturition 
take on, as a rule, malignant characteristics, especially in a woman who 
has worked in a dusty occupation. A case within the definition of 
“arrested”? does not suffer adversely from one or two pregnancies at 
repeated intervals, 

No. 184. Yes; the strain of nursing and lactation being probably the 
chief factor. I question whether the physiology of pregnancy itself is 
likely to aggravate the disease. 

No. 135. Yes, by causing undue strain and by making excessive de- 
mands upon the constitution, without giving at the same time adequate 
opportunities for recuperation. By increasing, especially among those who 
are not well-to-do, the anxieties and hardships inseparable from large 
fainilies with limited or insufficient means. 

No. 161. Yes; there is a distinct connexion between childbearing and 
the outbreak of active tuberculosis. It is common to hear “J never felt well 
after my baby was born,” and ‘TIT never picked up after my baby was born.” 


REPRESENTATIVE GROUP B ANSWERS. 

No, 138. All conditions that tend to exhaustion would tend to lead to 
latent tuberculosis in a certain proportion of instances. Pregnancy would 
therefore do so but, so far as I am aware, it is rather remarkable that so few 
patients develop tuberculosis after repeated pregnancies. Considering thx 
number of people who have latent tuberculosis, evidently there is not any 
definite effect. 

No. 152. I have not noticed any special liability to this disease de- 
veloping in mothers with large families. Cases do arise which have been 
detected first after a confinement, especially, perhaps, a first confinement, 
without any previous suggestive history of tuberculosis. 

No. 71. Depends upon the words ‘fespecially if repeated frequently or 
at short intervals.””) Many a woman with latent tuberculosis, when properly 
cared for, has a child and is none the worse for it. Repeated childbearing 
at short intervals debilitates her, and it this debilitated condition which 
enables the disease to progress. 
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No. 96. This is largely an economic and sociological matter. When 
financial resources and the conditions of life are easy, and the tempera- 
ment and general physique are satisfactory, | do not think that child- 
bearing at long intervals can be said to have any definite effect, but, con- 
versely, Pottenger’s expression “repeated childbearing is prone to be 
disastrous’ ’ is correct and trite. 


ANALYSES. 
Group A—AFFIRMATIVE. 
without qualification 
emphatic 
3: qualified by :— 
. If repeated quickly a 
If the patient has a lowered — wCe 
In the majority of cases ... ap ieexeen seas 
If associated with snemployment, overcrowding 
and poverty 
If combined with obstetrical complications 
. But doubts the effect is specific 


Group B—NEGATIVE. 
without —* 
: qualified by :— 
. Effect is soc eerie in origin 
. Unless the pregnancies are frequently repes ated 
No specific effect, but pregnancy may lower the 
general resistance 
. Probably injurious 


Unclassified and unanswered (including ‘possibly 
injurious’”’ 10 times) 


DOES THE SUPERVENTION OF PREGNANCY HAVE ANY CONSTANT EFFECT 

ON ACTIVE OR RECENTLY HEALED TUBERCULOSIS ? IS THE EFFECT, 

IF ANY, SEEN MORE FREQUENTLY IN EARLY OR LATE PREGNANCY, 

OR DURING THE PUERPERIUM OR LACTATION ? ‘ 

The answers may be divided into two groups: affirmative and 
negative. 

Group A, by far the larger, includes 119 answers giving an 
emphatic or simple affirmative, and 26 answers in which stress is 
laid upon active or recently healed disease. 

With regard to the time at which the injurious effect is most 
commonly seen, early pregnancy was mentioned once only and 
pregnancy or late pregnancy 17 times as the period of maximum 
injury, but the puerperium was specifically referred to in no less 
than 85 answers, and lactation in 66. 


Group B includes nine answers giving an unqualified negative 
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to the suggestion that pregnancy has any constant effect upon 
this type of tuberculosis, and 37 qualified replies of which the 
meaning is somewhat dubious. 

It is a matter for regret that the adjective ‘constant’? was used 
in this question, for, as several answers point cut, in such a protean 
disease as tuberculosis there are no constant features, and hence 
it is difficult to return an unqualified affirmative or negative in 
reply. 

Thus 30 answers in Group B, qualified by such terms as 
“usually,’’ “commonly,” or ‘especially if recently healed,’* would 
have been returned to the affirmative group if the misleading word 
“constant’’ had been omitted from the question ; they ought there- 
fore, to be included in Group A, because they express the opinion 
that although there is no constant effect the usual result is harm- 
Ful. 

Six answers suggest that the effect of pregnancy may be 
beneficial, but they are expressed in ambiguous language and do 
not carry conviction, A short résumé of them will illustrate this 
point and also show how difficult it is to classify answers of this 
vague type :— 


Pregnancy apparently causes improvement in late cases. 
Active disease is arrested in the late months of pregnancy. 
Active symptoms subside, but lactation must be forbidden; the 
relapse occurs chiefly because of the return of the patient to her 
former economic conditions. 
Patients improve during pregnancy, but for active cases lactation 
is serious and may hasten the end. 
(5) Active disease improves during pregnancy, but may relapse later. 
(6) Women may gain weight during pregnancy, and may really improve 
during pregnancy, but they lose all benefit during the puerperium. 


Throughout this paper all the answers that may properly be 
classified into a reasonable number of primary and secondary 
groups have been recorded, but in a few instances the difficulties 
of classification have proved insuperable and such answers have 
been set aside as ‘‘unclassified.”’ 


REPRESENTATIVE GROUP A ANSWERS. 

No. 45. I have often seen young girls who have made an apparent 
recovery from tuberculosis keep well until after the birth of their first 
baby and then rapidly deteriorate and die. 

No. 76. In active pulmonary tuberculosis pregnancy is always harmful, 
but the amount of harm is not constant and varies widely in different 
ateas. Some female phthisical patients are only mildly affected as regards 
damage from pregnancy; and, on the other hand, the tubercular lesions 
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may very rapidly flare up after the pregnancy is over. I have seen several 
cases of death of the mother within a few weeks of pregnancy, and some dic 
before pregnancy is completed. The degree of danger of early death 
depends largely upon the extent and activity of the tubercular lesions. 

In recently healed (quiescent) tuberculosis the general effect of preg- 
nancy disposes to renewed activity. 

In early tuberculosis the effect is mostly seen during lactation, but if 
the cases are advanced, then more towards the end of pregnancy, continu- 
ing into the puerperium and lactation. Early cases of pulmonary tubercu- 
losis often seem to improve during pregnancy, but get rapidly worse after 
the confinement. 

No, 108. Chronic pulmonary tuberculosis with slight activity seems 
to be improved during the latter half of pregnancy. Subsequently, 
especially during lactation, the reverse holds gosd. Haemoptysis (several 
cunces) in late pregnancy is not uncommon, but I do not regard it as 
evidence of latent tuberculosis if other evidence is not forthcoming. 

The physical exertion during a confinement may cause broncho- 
pheumonic spread of the disease. 

No. 123. Not a constant effect, but varying with the individual and 
with the stage of the disease. I have seen the most serious effects in the 
puerperium ... a patient who keeps apparently well prior to parturition 
frequently goes downhill immediately afterwards. The condition may end 
fatally or she may recover, depending on her resistance. 

No. 82. Active tuberculosis is made worse by pregnancy, but this does 
not necessarily hold good for recently healed lesions. In active and 
advanced cases (terminated naturally) the patient will not outlive the 
puerperium as a rule. A patient with chronic fibroid tuberculosis will go 
downhill steadily, taking five or six years till her demise. 

No. 74. Patients do not stay with me into late pregnancy. I invariably 
find lung signs more active, though symptoms are frequently less, during 
early pregnancy. 

No, 112. My experience is that pregnancy benefits inactive or even 
mildiy active cases.  Farturition is catastrophic, pregnancy being a 
period of anabolism until the last two months, and the drain of the puer- 
perium and lactation is harmful. 

No. 147. I do not think the temporary improvement which may be seen 
is maintained, and I have seen a primigravida develop tuberculosis in preg- 
nancy and die in a few weeks’ time. 


REPRESENTATIVE GROUP B ANSWERS. 

No. 27. Constant response is unlikely in view of the protean nature 
of the disease, but most frequently the effect is seen in the puerperium 
and lactation periods, less frequently in late and early pregnancy. 

No. 13. It is extremely difficult to answer with any degree of certainty 
Recently healed (arrested) lesions, especially in circumstances of want, 
flare up. Active cases do not appear to show much change owing to the 
first pregnancy, but I have seen cases go downhill after labour and during 
lactation. 

No. 55. There is an apparent feeling of well-being during pregnancy, 
but this ends abruptly with labour and the ill-effect is at its maximum 
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from then on. ‘The first three months are the ‘‘acid test,’’ and if there is no 
sign of spreading or re-awakening, the outlook is good. 

No, 193. No indication that per se pregnancy has any effect on active 
or recently healed tuberculosis. As a rule the patient is no worse on 
account of the pregnancy. But after the confinement, for some apparent 
reason, the patient very often loses ground, and may suffer an acute 
exacerbation. 

No. 185. I am of the opinion that the effect of the onset of pregnancy 
depends largely on social and economic factors and that if a tuberculous 
mother has sunshine, fresh air, and good tood, active tuberculosis is much 
less likely to supervene than it would with poverty, dirt and lack of 
ventilation. 

No. 75. During pregnancy my cases have, on the whole, done well, the 
breakdown coming after delivery. I only remember cne case with cavita- 
tion that did badly while carrying the baby. 


ANALYSES. 
Group A—AFFIRMATIVE. 
Yes: without qualification :— 
Time not stated 
During lactation eae ees 
During puerperium and lactation 
During the puerperium ees ee 
During pregnancy and late pregnancy 
During early pregnancy 
Yes : qualified by :— 
Especially in active cases 
In recently healed cases 


Group B-—NEGATIVE. 
No: without qualification 
No: qualified by :—- 
1. The effect is not constant, but patients are usually 
made worse OREO ec ae anerec eer 
2. Patients are better during pregnancy, but may 
relapse during the puerperium 


Unanswered and unclassified 


Do you THINK THAT CHILDBEARING IS EVER BENEFICLAL TO WOMEN 
WITH TUBERCULOSIS ? 


Question 4 may at first sight appear to be redundant, but it 
was included deliberately in order to test the views of those who 
assert that the effects of pregnancy upon the tuberculous woman 
have been grossly cxaggerated. One hundred and _ fifty-three 
answers forming Group A deny that pregnancy and _ parturition 
are ever beneficial to the tuberculous patient, and 33 of them declare 


that although an apparent, or even real, improvement may be seen 
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during pregnancy it is never maintained after delivery — an 
interesting fact that helps to explain the diversity of opinion on 
this subject. It is evident that those authorities who have limited : 
their observations to the effects of pregnancy alone have found in 
iInany cases evidence of improvement, while other observers who 
have concentrated their attention on the disease during the puer- 
perium have almost invariably reported that childbearing has a 
bad effect on tuberculosis. 

This professional difference of opinion is reflected in the popular 
belicf (referred to in one answer) that childbearing, far from 
fostering the disease, actually delays its progress. This view, 
which is founded upon the behaviour of those women who improve 
during pregnancy and relapse after delivery, is an obvious fallacy, 
but it has gained credence in the popular mind, because the lay 
exponents of this doctrine look upon delivery as the grand finale 
of childbearing and are ignorant of the fact that the puerperium is 
an essential part of the reproductive epoch. 

In Group B, ten answers return an unqualified affirmative, and 
the remaining 16 suggest that improvement may be seen, but that 
it is rarely permanent. The importance of antenatal care, home 
conditions and general hygiene are specially noted in many replies. 
These answers, together with those in the preceding sections, draw 
attention to the necessity for taking a wide view of the subject 
and emphasize the importance of the puerperium and lactation to 
the tuberculous woman; they also explain the origin of the 
different points of view and at the same time show how these differ- 
ences may be reconciled to cach other. 

An optimistic view is naturally found among those who limit 
their observations to pregnancy alone or are concerned with the 
mild types of disease in patients who live under favourable 
economic conditions; on the other hand, pessimism is equally 
natural to the observer who sees the results of the union of acute 
or widespread infection, rapid childbearing and prolonged lactation 
with economic distress. 


REPRESENTATIVE GROUP A ANSWERS. 

No. 136. No; so much depends upon whether the patient has ever had 
a positive sputum. Cases seen at T.B, dispensaries, in which the woman has 
had an active pulmonary lesion in childhood or carly adolescence, but who 
has never had a positive sputum, and in adult life only shows signs 
of a well-fibrosed lesion, may go through pregnancy, confinement, and the 
puerperium without the lesion becoming active and remain perfectly well. 

I have not had opportunities for observing such patients through re- 
peated pregnancies, 
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No, 87. It may confer a temporary sense of well-being during preg- 
uancy, but, so far as I can judge, it cannot ever be considered beneficial. 
On the contrary, I should say that childbearing is always injurious to the 
definitely tuberculous woman. 

No, 81. No; I suppose there are exceptions to every rule, There was one 
woman I knew, with marked signs at one apex, who married and had two 
children and increased markedly in weight as well as general health ; how- 
ever, after seven years of married life she began to deteriorate in health. 1} 
have known cases in which a temporary improvement was followed by a 
decline and death. 

No. 87. Not ultimately, though during the nine months that precede 
parturition, all symptoms of tuberculosis may disappear and the patient 
nay feel exceptionally well. 

No. 80. The general condition and outward appearance often improve ; 
the physical signs in the chest never. 

No. 78. Not in the working classes .. I have no knowledge of the well- 
te-do type of patient. 

No. 134. Never! The opposite... there is a slight improvement in the 
general condition after quickening, but this gain is speedily lost after 
delivery and leaves the condition worse. Lactation quickly pulls the 
woman down, and soltening of the tubercular deposits is rapid. 


REPRESENTATIVE GROUP B ANSWERS. 

No. 4g. In exceptional cases, e.g. when the tuberculosis is arrested or 
quiescent and the patient is very anxious to have a child, but in the 
majority of cases my answer would be no. 

No, 166. Yes; if the mother is rich enough to have sufficient care and 
not be compelled to look after the child herself, and has shown herself not 
difficult to restrain from unsuitable gaiety. 

No. 168, The fact that women have “something to live for’? appears to 
be a factor in many women getting the mastery of the disease. 

No. 6. Yes; it is a physiological process, and I have had many cases 
of quiescent pulmonary disease in which having a family has assured 
health and happiness. 

No. 155. 1 have seen many early cases in which pregnancy increased 
the appetite, weight and general resistance and marked improvement re- 
sulted, at least until the puerperium. 


ANALYSES. 
Groure A—NEGATIVE. 
without qualification 
emphatic 
qualified by :— 
But patient is apparently better during pregnancy 
and worse alter delivery 


Group B—AFFIRMATIVE. 
without qualification 
qualified by :— 
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1. Sometimes temporarily, or in special circumstances 10 
2. Possibly Een e Cae Widen: scan, i Ul Me one 2 


Unanswered and unclassified ee, ee ee ee 1y 


Do YOU RECOMMEND SPECIAL TREATMENT FOR SUCH PATIENTS DURING 

PREGNANCY OR THE PUERPERIUM ? ; 

The answers show that treatment, to be ideal, must include rest 
of mind and body, freedom from worry, careful supervision and 
nursing, fresh air and a liberal diet; calcium and cod liver oil are 
considered to be a specially valuable combination for the pregnant 
and tuberculous woman. This regime cannot be attempted with 
any chance of success at an antenatal clinic or the out-patient 
department of a maternity hospital, and it is essential that these 
cases should be dealt with in the wards of a special institution. 

To all those who are familiar with the practical side of antenatal 
work, the importance of continuity of treatment can hardly be 
exaggerated, and it would seem to be a serious, but just, criticism 
of the present methods of administration that little, if any, pro- 
vision is made for the lying-in of pregnant tuberculous women in 
sanatoria. To allow such women to go home or to enter the 
wards of an ordinary maternity hospital for delivery, is to break the 
continuity of treatment at a vital period, and unless these patients 
can be induced to return immediately to the discipline of a sana- 
torium (and many young mothers are reluctant to Teave their homes 
after the birth of the baby) they will surely lose ground during the 
postnatal period. This is especially important in view of the 
present belief that the puerperium is a much less favourable period 
for the tuberculous woman than pregnancy, and moreover the puer- 
perium is not only a maximum stress for the mother, but it con- 
stitutes a serious risk for the child, unless special precautions are 
taken to avoid the spread of infection. 

Artificial Pneumothorax: This operation was referred to with 
enthusiasm by ten writers and there appears to be no sound reason 
for regarding pregnancy as a contra-indication when the procedure 
is otherwise indicated by the situation and general characters of 
the lesion. 

Therapeutic Abortion: The induction of abortion as a routine 
measure was recommended six times only. 

Lactation: Lactation was expressly forbidden 19 times in the 
answers to this section, but the frequent references made elsewhere 
to the risks of breast feeding make it clear that, with few exceptions, 
lactation is regarded as most dangerous both to the mother and 
the infant. 
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Complementary to the problem of breast feeding is that of the 
disposal’ of the child; and some system of isolation, such as the 
Grancher method, is advocated by most authorities whenever there 
is reason to question the presence of active disease in the mother. 


REPRESENTATIVE ANSWERS 

No. 167. Ordinary sanatorium treatment during pregnancy and alter 
delivery. There are no facilities for attending cases of labour in hospital. 
Breast feeding is not allowed. 

No. 24. Sanatorium treatment during the earlier months cf pregnancy. 
If refused, I recommend open-air exercises and antenatal care. Confine- 
ment in a nursing home and postnatal supervision, e.g, sanatorium treat- 
ment, Extra nourishment in the form of eggs and milk and the provision 
of malt and oil and Roboleine. 

No. 39. Sanatorium; open-air nursing home for the confinement . 
baby sent to a special home for ailing babies for 12 months and then 
boarded out. After the puerperium the mother is sent back to the sana- 
torium. 

No. 81. Special treatment when practicable, yes! But probably few 
authorities can do anything but send a woman to a sanatorium from which 
she is discharged a month or two before parturition. 

No. 162, Yes; treatment in a sanatorium during pregnancy followed 
by the confinement in an open-air ward of a maternity hospital. In any 
case in which artificial pneumothorax is possible, it should be done; this 
gives infinitely better results than the induction of abortion. 

No. 76. Yes; sanatorium treatment if possible, with special arrange- 
ments for care during the confinement. In practice few women are con- 
fined at sanatoria; they are very reluctant to enter at this time, and if 
they do, generally leave before the end of their pregnancy. In five years’ 
experience of sanatoria, I do not remember a single case of a child being 
born in the female wards. 

No. 155. The usual dietetic and hygienic open-air treatment. An 
abundance of calcium by the mouth or by injection. 

No. 49. I do think it is very desirable that tubercular mothers 
should be delivered in an institution, but at the present time it is very 
difficult to arrange, as the tuberculosis disqualifies them for a maternity 
hospital and the pregnancy disqualifies them for a sanatorium. 

No, 38. Sanatorium treatment, generally speaking, is not desirable, 
especially for a primipara. The patient is not comfortable, is restless and 
anxious about her home, and on the whole does better at home. 

No. 156. My own inclination is to advise that the pregnancy should 
he terminated in all cases of active or recently healed tuberculosis. 


ANALYSIS. 
Special sanatorium supervision 
Antenatal care, extra rest and food 
Avoidance of lactation 
Artificial pneumothorax Gos 
Induction of abortion as a routine ... 
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Calcium 

Tuberculin Seine. Wee ares 
Isolation of the baby (Grancher system) 
Special inoculation of the child 


Do YOU RECOMMEND THE INDUCTION OF ABORTION FOR PREGNANCY 

COMPLICATED BY LATENT, HEALED, OR ACTIVE TUBERCULOSIS ? 

It is clear from the answers received to this question that in 
general the tuberculosis expert has little practical experience of 
therapeutic abortion as a part of the treatment of tuberculosis 
complicated by pregnancy, and some of the replies state frankly 
that the decision rests with the gynecologist, who must accept the 
onus of the operation. The majority are not in favour of abortion 
except for chosen cases of active disease, and their opinion appears 
to be based to a iarge extent upon the improvement that is often 
seen during pregnancy compared with the disastrous effect of the 
puerperium. From the theoretical point of view, however, the 
general indications for the operation that emerge from this inquiry 
may be summarized as follows :— 

1. Latent disease. The induction of abortion is never indicated 
for latent disease. 

2. Quiescent disease. ‘The presence of quiescent disease does 
not call for the termination of pregnancy, but a careful watch must 
be maintained for signs of activity. 

3. Early active disease. Cases of early active disease must be 
subdivided into two groups, depending upon the stage of preg- 
nancy at which the lesion is first discovered. 

(a) Early pregnancy. When a slight lesion is discovered 
in early pregnancy, sanatorium methods should be instituted at 
once and, perhaps, artificial pneumothorax; if such methods 
are not sufficient to check the disease, then the induction of 
therapeutic abortion should be considered. 

(b) Late pregnancy. When a patient with early active 
disease first comes under observation during the latter half of 
pregnancy, a sanatorium regime should be instituted ; the value 
of therapeutic abortion at this stage is always doubtful on 
account of the risk of inducing a febrile puerperium before the 
patient’s general resistance has been fortified with good food, 
fresh air, and careful nursing. 

4. Advanced active disease. In cases of this type no good will 
accrue from operative interference in any circumstances; on the 
contrary, the induction of abortion is always harmful and may 
hasten the death of the patient, 
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It would seem that the operation of abortion or the induction 
of premature labour is rarely, if ever, indicated in the late months 
of pregnancy for any type of tuberculosis. The welfare of the 
foetus, whose chances of survival may be destroyed by a too 
premature interruption of antenatal life, is an additional, if sub- 
sidiary, reason for prolonging the period of gestation; a week or 
two will make no difference to the chances of the’mother suffering 
from mild disease, and when the mother’s condition is hopeless, 
it may be justifiable to put the interests of the child first. 

It is hardly necessary to point out that the employment of 
therapeutic abortion, unless carefully safeguarded, is open to 
abuse, for as -Answer 14 says: ‘‘ If abortion were allowed for the 
T.B. minor group, then there would be nothing to prevent any 
woman from securing abortion.” 

The consensus of opinion appears to be that in a small minority 
of cases of active disease, chiefly in early pregnancy, the operation 
may have a definite value and that the indications are three in 
number :— 

1. An early active lesion when discovered in early pregnancy. 

2. Re-activation of a quiescent lesion in early pregnancy. 

3. The association of mild tuberculosis with some obstetric 
complication which reduces the resistance of the patient. 

Each case must be judged on its own merits and no decision 
should be arrived at until a consultation has taken place be- 
tween the patient’s own doctor, the tuberculosis officer, and the 
obstetrician ; the consent of the patient and her friends must always 
be obtained, and it will be necessary to explain to them that the 
operation is not entirely devoid of risk. The necessity for the 
avoidance of conception for a definite period after the spontaneous 
or therapeutic termination of pregnancy must also be explained to 
the patient by her medical attendant, who should stipulate that she 
must spend a fraction of the agreed interval in a sanatorium. 

Although the operation would appear to be an attractive solu- 
tion of a serious problem, there are many practical difficulties in 
the way of its successful application, It must not be forgotten 
that when the uterus has once been emptied and the patient has 
made a successful recovery, another conception may follow after a 
short interval, when logically it will be necessary to repeat the 
operation. It must be very difficult indeed to estimate the relative 
amount of risk attached to several such operations in comparison 


with the risk entailed by allowing one pregnancy to proceed to 
term; and before the usefulness of therapeutic abortion can be 
scientifically defined there are many questions to be answered by 
the obstetrician. Some tuberculosis experts, for example, seem 
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io think that there is little or nothing to choose between the results 
that are usually seen in the puerperium after term of a tubercu- 
lous woman and the after effects of an early miscarriage, and this 
impression is apparently a powerful argument in their minds 
against the employment of therapeutic abortion. 

This is a view which is hardly likely to be shared by the 
obstetrician; it is perfectly true that involutionary changes take 
place after an early abortion, but there is an immense difference 
in degree between them and the profound puerperal katabolism 
which follows labour at term. Another question in which, the 
obstetrician is closely involved is concerned with the explanation 
of why pregnancy should be beneficial and the puerperium danger- 
ous. To explain this difference the following suggestions have 
been brought forward; they are largely theoretical, but, neverthe- 
less, interesting : 

The effect of pregnancy. During pregnancy anabolism is pre- 
dominant, the generative function develops energy and stimulates 
growth in many parts of the body. The suppression of menstrua- 
tion leads to the storage of calcium and is clearly beneficial to the 
tuberculous subject, who suffers from calcium depletion, The 
pregnant state compels some degree of bodily rest, and this con- 
serves muscular energy and vitality. In most cases the patient 
takes more care of herself and enjoys the special attention of her 
husband and friends, with better food and less fatigue, all of which 
imply a general improvement in her physical and mental well- 
being. 

In addition to these general cflects which, taken as a whole, 
are constructive in type, there are local changes of equal import- 
ance: notably those produced by the upward thrust of the growing 
uterine tumour on the diaphragm, which limits the movements of 
tiie lungs and exerts pressure upon the right ventricle and the pul- 
monary bases; this pressure impedes the venous return from the 
lungs and produces a pulmonary congestion and stasis which is 
aileged to be useful. Few of the changes of pregnancy can be 
looked upon as having a specific influence on tuberculosis, but the 
local pressure of the growing uterus has certainly a selective action 
upon the lung that is comparable with that produced by an artificial 
pneumothorax. It is possible, of course, that decidual changes 
(which are specific to pregnancy) may react upon tuberculosis, but 
little is known about the distribution of these changes and their 
effect, if any, upon diseased tissues; at the same time, since the 
formation of the decidua is a constructive, anabolic phenomenon, 
it seems more likely that if a decidual change occurs in a damaged 
lung, it will have a favourable rather than an unfavourable effect 
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upon the tuberculous lesion, That pregnancy frequently confers 
at least a temporary benefit upon the phthisical woman is the 
opinion of, perhaps, most authorities, but there are many who hold 
the contrary view, as, for example, No. 44, who asserts that 
‘pregnancy has a specificially injurious effect upon women who 
exhibit a definite alteration to the Von Pirquet reaction.” 

The effect of labour. The muscular strain of labour calls forth 
deep respiratory efforts that may aspirate infected material from 
active foci into healthy areas of the lung, and there set up a tuber- 
culous broncho-pneumonia.- The release of diaphragmatic pres- 
sure which follows the disappearance of the uterine tumour allows 
a much wider range of movement to the bases of the lungs during 
the puerperium than was possible in pregnancy. This enhanced 
excursion, an effect that is the reverse of that produced by an 
artificial pneumothorax, is obviously harmful and it may stimu- 
late the disease into increased activity. 

The effect of the puerperium. The majority of contributors to 
this paper believe that the puerperium is always harmful to the 
tuberculous woman. It is pointed out that the phenomena of in- 
volution are, in a sense, destructive in type, because katabolism 
involves rapid tissue atrophy, autolysis, and absorption, and that 
if these processes are applied to an active focus of tuberculosis or 
to a recently healed lesion consisting of young, delicate, fibrous 
tissue, they are bound to lead to harmful activity. Lactation is a 
burden even to a healthy woman, but it makes a serious encroach- 
ment on the reserves of the tuberculous mother, who can ill afford 
the calcium depletion that is a constant feature of this process. 
Finally, the sociological effect of the puerperium is often inimical 
to the patient, for there is an anti-climax after delivery which in- 
volves less money and less food for the mother and in most cases 
more worry and more work. 


REPRESENTATIVE Group A ANSWERS. 


No. 155. Personally I recommend it for none of these states. It is 
conceivable that in active tuberculosis, pregnancy may be beneficial, by 
reason of the restricted activity which it usually entails. 

No. 49. Not for latent or healed tuberculosis. In active tuberculosis 
my experience has been that induction of abortion is almost as liable to 
increase the activity of the disease as normal labour at term. 

No. 119. Depends on the circumstances, and each case must be judged 
on its own merits. Generally speaking, in most cases of active tubereu- 
losis I should advise against pregnancy, nor if it supervened would 1 
advise therapeutic abortion, as I have found that in cases of natural abor- 
tion or miscarriage the mother invariably goes downhill afterwards, 

No. utS.) In recommending the termination of pregnancy in the first 
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three months, due weight must be given to the wishes of the parents, and 
the physician should content himself with pointing out the obvious 
dangers, but leaving the final decision to them. 

No. 123. Never for latent or healed tuberculosis. For active tubercu- 
losis, only if indicated by definitely serious symptoms in the mother, which 
would presumably be relieved by the induction of abortion. 

No.6. No... In active cases I should be entirely guided by the state 
of the patient’s health and environment, but should be very slow to 
recommend the induction of abortion. 


REPRESENTATIVE GRouP B ANSWERS. 

No, 74. I recommend it in all except very acute cases .. . in these acute 
cases the termination of pregnancy has no effect. 

No. 56. I do not think any woman wiio has had tuberculosis and has 
had any signs or symptoms for a minimum of five years should bear a 
child. For active tuberculosis the induction of abortion should be carried 
cut. 

The treatment in healed or latent tuberculosis depends upon the actual 
case. If there appears to be a serious danger of recurrence of active disease, 
as often happens, then I should recommend the induction of abortion. 

No. 55. I recommend the induction of abortion on purely gynecological 
grounds and, when such is indicated on this basis, can see no reason for 
not doing so on account of a tuberculous focus if it is quiescent, or if 
active when the disease is restricted to one lobe and the general resistance 
seems good, but think that each case should be judged on its own merits. 
When there is extensive disease of an active nature over both lungs and 
the prognosis for this reason alone is grave, T am against such a course 
and fail to see how the induction of abortion is going to help ... it may 
hasten the end. 

No. 118. In recommendiing the termination of pregnancy in the first 
three months, due weight must be given to the wishes of the parents, and 
the physician should content himself with pointing out the obvious dangers, 
but leaving the final decision to them. 

No, 123. If the pregnancy occurs in a case of suspected tuberculosis 
and the signs develop increasing the suspicion, I should carefully consider 
the advisability of induction and would certainly urge it on the first appear- 
ance of any definite symptoms. 

No. 167. I have seen it performed in some cases of active tuberculosis. 
A considerable number of American sanatoria advise all tuberculous 
women to have the pregnancy terminated if it is not of over four months’ 
duration, 

No. 108. Considered from the point of view of :— 

(a) The mother—A definite risk, especially if tubercle bacilli are 
present in the sputum. If the mother is very anxious to have a child I 
do not interfere. 

(b) The child—The child of a tuberculous mother has a very bad 
start in life, but with modern methods can be reared successfully. I do 
not think the tendency to inherited tuberculosis need sway one, but it 
should be pointed out that the infant may be infected from the mother. 

(c) The stage of pregnancy—If induction is to be done, it should 
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be done early, but at six months or even later it is better than 


letting a 
pregnant woman go to term. 


Grour B ANSWERS. 

No. 08. :— 

(1) Latent disease : No. 

(2) Healed tuberculosis : No. 

(3) Active tuberculosis : Yes. 
Much would depend, however, in every case on :— 

(a) The opinion I had formed as to the patient’s resisting 

(b) The patient’s social standing. 

(c) The importance to the parents of the child’s birth. 
No. 78. :— 

(1) Latent disease: No. 

(2) Healed disease: Yes, if the lesion is extensive. 


power, 


No, if the lesion is limited to one lobe. 
Artificial pneumothorax, followed by induction of 
abortion not later than the fifth month of pregnancy. 


(3) Active disease. 


ANALYSES. 
Grouv A NEGATIVE. 
No: without qualification 
No: emphatic 
No: qualified by :— 
1. Very rarely 


Grour B ArrirMATIVE, 
without qualification 
: qualified by :— 
. For active disease only 
Kor active disease, sometimes 
If the mother is losing ground a 
. For active disease in early pregnancy ... 
If the disease is increasing ... 
If the disease is advanced gay) ees 
. For active disease if the mother is dying 
. For repeated pregnancies 
Grouer C Doustrun. 
Answers favouring the principle of the operation, but ex- 
pressing doubt as to the possibility of its 
application in practice 


Do YOU CONSIDER THAT PATIENTS WITH TUBERCULOSIS SHOULD BE 
STERILIZED, OR AT LEAST INSTRUCTED TO AVOID PREGNANCY ? 


Forty-four answers forming Group .\ consider sterilization to 
be a counsel of perfection, but many of them point out there is no 
possible chance of legalizing the procedure at the present time. 
The interesting suggestion is made that if sterilization is to be a 
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rational method of treatment it must be carried out on the infected 
partner of the marriage. 

In Group B, excluding the first 18 answers, which are opposed 
to contraception as well as to sterilization, 89 answers favour sterili- 
zation alone and give an unqualified approval to this procedure, 
while the remainder add certain provisos such as the presence of 
active disease, or the frequent repetition of pregnancy. Stress is 
laid on the desirability of avoiding pregnancy for a certain length 
of time after the arrest of the disease . . . the stipulated period 
varying from two to five years. As one of the objections to 
sterilization, it is alleged that the ordinary surgical method is not 
free from immediate risk and that the after-results involve disturb- 
ances of metabolism which are not completely understood, and 
may be harmful. Contraception is regarded by many as obligatory 
in the interests of the community. They point out that the child- 
ren of phthisical parents are particularly prone to tuberculous 
infection in infancy and childhood and that the protection and 
upbringing of this damaged stock imposes a heavy burden on the 
State which can hardly be justified from the eugenic point of view, 
since the survivors, as a class, suffer from a lack of immunity to 
tuberculosis and are specially liable to develop the disease under 
conditions of stress in later life. 


REPRESENTATIVE GROUP A ANSWERS. 

No. 54. Really intelligent people should be instructed to avoid preg- 
nancy ; less intelligent people should be sterilized. 

No. 48. All tubercular women should be instructed to avoid pregnancy 
until it is certain that the disease has been arrested, and these cases rank 
among those in which contraception is justifiable from every point of view. 
Sterilization should be carried out if the tubercuious woman has repeated 
pregnancies in spite of the advice as to the danger of conception. 

No. 5. Most certainly; the option of method to lie with the patient. 

No. 55. Yes, in certain types. The mental attitude of the British 
public would be against sterilization on general grounds. Public opinion 
would need a great deal of education to bring it up to this standard. 

No. 135. From the eugenic point of view sterilization may be con- 
sidered desirable, but it is open to much objection. It is not invariably 
efficacious as generally practised; its application would be limited, unless 
it were enforced by statute. It might be extended with alimost equal reason 
to the male. Its immediate and remote effects on the individual are not 
negligible. ‘Tuberculosis would be one of several diseases to which steriliza- 
tion might be applied. It is a drastic remedy and attacks the problem from 
the wrong end. Instruction to avoid pregnancy is preferable, but it is 
citen futile. 

No. 156. In my opinion, unmarried men and women with tuberculosis 
should be strongly advised against marriage. Married tubercular patients 
should certainly be advised to avoid pregnancy. One or other should agree 
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te being sterilized. I consider the latter course is much the better, provided 
the patient is in a fit state to undergo the operation. 


REPRESENTATIVE Grour B ANSWERS. 

No. 106. As it is impossible to prophesy the ultimate prognosis in a 
case of tuberculosis, I consider sterilization is not advisable, but instruc- 
tions should be given to avoid pregnancy. 

No, 51. Speaking generally, patients should be instructed to avoid 
pregnancy. On the other hand, a slight healed case that has recovered 
rapidly and easily, with obviously good resistance, need not fear pregnancy 
and has a good chance of recovery with no chest complications. 

No, 43. There is too little known about the vital effects of sterilization 
to make it a routine practice. 

No. 119. Sterilization is not justifiable in the present state of know- 
ledge. Women suffering from pulmonary tuberculosis should be warned 
of the risks of pregnancy and the ultimate decision should be left to them. 
Tuberculosis differs from syphilis or familial disease, because, if the off- 
spring is placed in appropriate surroundings, there is no transmission of 
the disease. Family histories of tuberculosis are misleading, because no 
account is taken of increased opportunities for mass infection of the 
children. 

No. 87. Avoid marriage in pulmonary and abdominal cases unless the 
disease is clearly arrested. Avoid pregnancy as the only other reasonable 
alternative. 

No. 153. Sterilized? No! Public opinion is not yet ripe for such an 
action, although eugenically it would be a sound principle. Patients should, 
however, be strongly advised to avoid pregnancy. 


ANALYSES. 
Grour A—AFFIRMATIVE. 
Yes: without qualification 
Yes : qualified by :— 
1. But prefers sterilization 
2. Specially for active disease Sp acs cea 
3. Yes, theoretically, but hopeless in practice 
4. On eugenic grounds 


Grour B—NEGATIVE. 
No: without qualification :— 
Expressing approval of both sterilization and contra- 
ception 
No: qualified by :— 
1. Not sterilization; but favours contraception 
Not sterilization; contraception for most but not 
all cases Boa) Shar wecue nega Ee cemen eee 
Not sterilization, emphatically, but favours contra- 
ception 


Not sterilization; but contraception on eugenic 
grounds 
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5. Not sterilization ; contraception for a limited period 
alter arrest of disease (from 2 to 5 years) ... 
6. Marriage should be avoided ... 


Unanswered and unclassified 


Do you CONSIDER THAT TUBERCULOSIS HAS ANY EFFECT ON PREG- 
NANCY, @€.2. IN PRODUCING ABORTION, TOX.EMIA, PREMATURE 
LABOUR OR FUZTAL DISEASE ? 


The surprisingly small amount of information given in the 
replies to this question shows the paucity of knowledge on this 
aspect of the subject, but there appear to be three main con- 
clusions :-—— 

1. Tuberculosis has little effect, if any, on pregnancy. 

2. Advanced or active tuberculosis sometimes causes toxzemia 
and leads to premature Jabour. 

3. The offspring is usually born healthy, but with a lowered 
resistance to tuberculosis. 


REPRESENTATIVE ANSWERS. 

No, 193. No less prolific on account of having tuberculosis . . . no 
cfiect on pregnancy unless there are serological changes in the foetal 
circulation, i.e. passing on the maternal predisposition to the infant. 
There is no transference of the tubercele bacilli through the placenta, nor 
of toxins which are likely to produce abortion, premature labour ot f{cetal 
disease. 

No. 12. No effect so far as the offspring is concerned .. . however, the 
soil has been prepared for the reception of the seed if the child is exposed 
to infection. 

No. 104. Although rare, there appear to be a few definite instances 
of transmission of tubercele bacilli to the foetus. In advanced cases the 
children are often small and feeble, although no definite history of tuber- 
culosis can be found. 

No. 51. No effect. There is some question whether a foetus can be born 
with tuberculosis. We have recovered the tubercle bacillus from the 
placentze of patients suffering from active tuberculosis. (U.S.A). 


ANALYSIS. 
Group A—NEGATIVE, 
without qualification 


Group B—AFFIRMATIVE. 
+: qualified by :— 
. Favours toxeemia se nyetee Veet Meio) wae wrais 
. Favours abortion and premature labour in advanced . 
and active cases 
. Favours fertility 
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Errrkct ON THE Fastus. 
Little or no effect on the foetus 
2. Malnutrition of the foetus ts common 
Isolation of the child is essential ... 
4. Favours tuberculous diathesis ee? ere 
. Only a few cases of congenital tubercle are known 
. Has demonstrated tubercle bacilli in the placenta... 


wwartN 


_ 


Unable to express ai opinion... 
Unclassified and unanswered 


GENERAL CONCLUSIONS. 

It remains to reduce to some degree of unity the different and, 
in some ways, discordant opinions that have been enumerated 
and analysed in this paper. There are, on the one hand, No. 105 
and No. 6, who say respectively :— 


“To am surprised at the slight effect childbearing appears to have 
upon tuberculous patients.” ‘I feel this question has assumed the 
sane character as the old heredity myths with which we were regaled 
in our student days and which were copied from textbook to textbook and 
formed the correct replies for examinations, with probably an equal amount 
of foundation; ‘is the effect of the tubercle bacillus changing, or the 
response to it, or why do we so rarely see the grave results foretold ?’? ” 


[low are these views to be reconciled with that of No. 59, who 
writes :— 


“In 25 years of general practive I] have never known a tubercular case 
to survive many pregnancies, and I have seen several cases go downhill 
concurrently with pregnancy.” 


These different points of view are not easily reconciled at first 
sight, but when it is realized that each represents one aspect of the 
truth only and not the whole iruth, the difficulty largely dis- 
appears. As has already been shown, both pregnancy and tuber- 
culosis cover such a wide domain and are subject to so many varia- 
tions in themselves, that their mutual 1eactions are bound to have 
a variable effect upon different patients and to be associated with 
«a complex prognosis that cannot be reduced to the terms of a 
simple dogmatic formula. 

The outlook may be good or bad, and many factors must be 
taken into consideration before the result of any particular case 
can be toretold. These factors, which are derived from the disease, 
from pregnancy, and from environment, govern the whole re- 
lationship of pregnancy to tuberculosis, and they form an esse**ial 
preface to any generalizations on this subject. 
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The tuberculosis facior. The prognosis of even uncomplicated 
tuberculosis is not a simple matter, because the clinical course is 
influenced by so many factors or variants that are difficult to 
evaluate, such as virulence of the organism, the state of activity of 
the infection, the extent and number of lesions present, the en- 
vironment of the patient, and the opportunities for, and response 
to, treatment. Not only does the disease vary in virulence at 
different times and tn different places, but there are striking differ- 
ences between individual members of the community with regard 
to their immunity; ‘moreover, the personal resistance does not 
remain consiant throughout life, for although the inherited 
fraction of immunity remains the same, the acquired fraction 
fluctuates with the general health. The extent of the disease must 
always be taken into account, for it is obvious that the various 
stages of tuberculosis, small apical lesions, chronic fibrosis of 
the pleura or lung, and cavitation with hemoptysis, are almost 
separate clinical entities, while the presence of secondary infection 
by pus-forming organisms is said by some authorities to influence 
greatly the progress of the disease, such as No. 32, who writes : 

“T am of the opinion that too much stress is put on tuberculosis and too 
little on secondary infection; there is reason to presume that if secondary 
infection, staphylococcal and catarrhal, can be prevented, a much greater 
percentage of cures would result in all cases of tuberculosis.” 


A definite line ci demarcation must be drawn between cases in 
which tubercle bacilli are present in the sputum and those in which 
they are absent. This difference is of vital importance and the 
failure to distinguish between T.B. positive and T.B. negative 
groups has been a fertile source of misunderstanding and has led 
to much unnecessary confusion and controversy. 

The sociological factor. Environment is of fundamental import- 
ance to the patient with tuberculosis, and it is unnecessary to stress 
the devastating effects of overcrowding, poverty, and malnutrition. 
Tuberculosis is a sociological disease and it follows, when uncon- 
trolled, a course which corresponds to the poverty line of its victims ; 
in a similar way childbearing is related to environment, for re- 
production imposes a much greater strain on the poor than on the 
rich. If this is so, the result of the conjunction of pregnancy and 
tuberculosis must depend to a great extent on the sociological con- 
dition of the patient, and many authorities believe this factor to be 
decisive. These points are well expressed by No. 68, who says : 

“In a long chronic infection like tuberculosis so many aspects of the 
discase, other than the clinical, must be taken into account when con- 
sidering a question of this sort, that I venture on many of these statements 
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with great diffidence. ‘The more I see of the disease the more I am 
impressed by the sociological factor in such questions. Childbearing, 
innocuous to women with recently healed disease who lead guarded and 
carefully planned lives in good surroundings, weuld be obviously suicidal 
to women living in the working-class circumstances of a Lancashire indus- 
trial town. The qualification applies very strongly to questions 1 and 3.” 
And No. 102 :—‘My district is practically working-class. The presence 
ef tuberculosis in a household where there are young children I have found 
te be disastrous for the other children concerned.” 

Pregnancy factor. The maternal risks of normal parturition 
are not great, but a definite mortality is always associated with the 
function of ceproduction, and a still larger morbidity ; it is, indeed, 
the general belief of mankind that childb ‘aring is a burden, and 
this is apparent from the words that express this function in com- 
mon speech ; ‘f heavy with child,” *‘ pangs of labour,’ ** travail,”’ 
‘* delivery.” 

During pregnancy the maternal organs are fully mobilized, 
and if their reserve power is insufficient to meet the demands made 
upon them, a condition of toxzemia results that may be a serious 
menace to the patient. The expulsion of the child during labour 
commonly inflicts some injury upon the maternal soft parts, and a 
degree of laceration, hamorrhage, and exhaustion is an almost 
constant accompaniment of delivery. 

The puerperium is a time of involution and repair, but during 
this epoch the mother is in a vulnerable condition, for it has been 
shown that one third of the cases of severe puerperal fever follow 
normal labour. There can be no doubt that every part of the cycle 
of reproduction—pregnancy, labour, and the puerperium—entails 
a certain risk which cannot be entirely forseen or prevented; and 
this risk is greatly enhanced by the presence of obstetric complica- 
tions or organic disease. Pregnancy thus resembles tuberculosis 
in its capacity for exerting a variable amount of damage upon the 
human body and also in its susceptibility to the influence of 
economic distress and other conditions which lower the general 
resistance; and, like tuberculosis, pregnancy always entails some 
risk, however slight this may be. It cannot be denied that their 
association must increase the risk to their host, for the union 
of pregnancy and tuberculosis is a symbiosis which produces 
a reaction in the patient which is variz ible in extent, but always 
Vicious in type. The amount of additional risk is not great under 
the best conditions of environment and treatment, but it may be 
immense if the general circumstances of the case are unfavourable. 
The underlying principles which govern the issue may be indicated 
in the following table, which shows how the prognosis depends 
upon the three chief factors or variants which have just been dis- 
cussed. 
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POSSIBLE EFFECT OF PREGNANCY UPON TUBERCULOSIS. 


GOobp PROGNOSIS. 


lregnancy Factor : 


One or two spaced pregnancies. 


Absence of complicaticns. 

Caretul supervision. 

Lactation forbidden. 
Seciological Factor : 

Good environment. 

Good treatment. 
Tuberculosis Factor : 

Localized or 


Good respolse to treatinent. 


inactive disease. 


BAp PROGNOSIS. 
Pregnancy Factor : 
Rapidly repeated pregnancies. 
Presence of obstetrical complications. 
Lack of treatment. 
Prolonged lactation. 
Sociological Factor : 
Poor environment, 
poverty and starvation. 


overcrowding, 
Tuberculosis Factor : 
Active and widespread disease. 
Poor response to treatinent. 


The above table represents the possibilities of the situation ; an 


attempt to express the probabilities has been made by 


taking the 


results of questions 1, 5, 3, and rearranging them so that the plain 
negative and affirmative replies appear under the headings of good 
and bad and the qualified answers in corresponding subdivisions. 
PROBABLE EFFECT OF PREGNANCY UPON ‘TUBERCULOSIS. 
Harintul 
Bad) 


105 


Sometimes 
Bad 
41 


Sometimes 
Good 


12 


Harmless 
(Good) 
Latent disease (Question 1) ) 
Active or recently healed 
lesions (Question 2) 
Gcneral effect (Question 3) 
Total 


20 
SO 
2s 100 


IIg 


IZ0 


344 


10 


Influence is good ves enews 2B) 


G 0d 
Influence — 


is sometimes good 67 


General effect 


bad 


sometimes bad 


Influence is 
Influence 


100 \ R 


344 J rad 444. 


is 

The chances appear to be nearly five to one against the effects 

pregnancy being harmless to a tuberculous woman. 

After a careful consideration of the whole of the answers one 
conclusion is irresistible : childbearing is always a risk and often a 
danger to the tuberculous woman; this view will probably receive 
eeneral approval, although a small residuum of authority must be 
excepted which holds that the association of tuberculosis and child- 
small section 


and likewise another 


that 


bearing is alwavs dangerous, 


which denies emphatically such a combination ts ever 


danverous, 
“2 
The 


respec L, 


views and writings of these irreconcilables are entitled to 


but they should be submitted to careful scrutiny, because 
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some contributions emanating from these sources are marred by the 
domination of preconceived ideas or exhibit a predilection for un- 
usual methods of diagnosis and ireatment, and others are founded 
upon limited opportunities for clinical observation and illustrate 
the fallacy of deducing the general prognosis from the results of 
one or two particular cases. 


It is hoped that the present communication is free from errors 
of this kind, for the questionnaire method does not lend itself to 
the sway of personal animus, but affords an impartial hearing to 
every shade of opinion: by this method the minority is fairly 
represented, and the views of the clamant extremist appear in 
proper perspective, 


Bearing in mind the many and various factors which preside 
cver the destiny of a tuberculous woman who is pregnant, no hard 
and fast rules can be laid down concerning the relationship of 
tuberculosis to childbearing, but the broad principles which govern 
this relationship are expressed in the following generalizations 
which represent the views of the majority of those experts who 
have contributed to this paper. 


CONCLUSIONS REPRESENTING THE VIEWS OF THE MAJORITY OF EXPERTS 
WHO ANSWERED THE QUESTIONNAIRE. 
1. Parturition involves a special risk for the tuberculous 
woman, 


2. The patient may show an apparent and occasionally a real 
improvement during pregnancy, but this is rarely, if ever, main- 
tained after delivery. 


3- The injurious effect commonly begins in late pregnancy, 
but increases during the puerperium and reaches its maximum 
when lactation has been established. 

4. No type of tuberculosis is immune to this influence ; latent 
infection may be activated, quiescent lesions reactivated, and 
active disease made more active. 

5. The prognosis varies from good to bad, and it must always 
be approached with caution, but the outlook in cases of latent or 
arrested disease is not necessarily grave. 

6. The present arrangements for the disposal of pregnant 
tuberculous women are not satisfactory, and it is a matter tor 
regret that few sanatoria can provide that continuous supervision 
which must be maintained throughout pregnaney, labour, and the 
puerperium, if the maternal risk is to be reduced to a mintmum., 
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7. The principles of treatment are :— 

(a) Sanatorium regime and discipline without break of con- 
tinuity from admission during pregnancy to discharge after the 
dangerous postnatal period has been passed. 

(b) Skilied obstetric supervision. 

(c) Artificial pneumothorax when required. 

(d) Prolonged postnatal care and the avoidance of concep- 
tion for a definite length of time; future pregnancies, if any, to 
be spaced at safe intervals. 

8. Therapeutic abortion is indicated only for exceptional cases 
of early disease and it should never be employed as a routine 
practice. 

g. Lactation must be forbidden in every case and special pre- 
cautions always taken to guard the child against infection. 





BOOK REVIEWS 


“The Theory of Obstetries.”” By M. C. De Garis, M.D., London : Bailliere, 
Tindall and Cox, 1930, pp 272, 12/6 net. 


THERE is nothing in its title-page or preface to indicate the sex of the 
general practitioner from Geelong, Australia, who writes this book, but 
internal evidence suggests that the author should be referred to as ‘she.’ 
One chapter consists of a paper read before the Victorian Medical Women’s 
Society, and a mere man would scarcely have dared to make such state- 
ments as: “Sensible dress and exercise have restored painless menses to 
women” or ‘‘Woman (sic) have been emancipated socially and politically, 
and have even achieved freedom from hampering clothes.”’ Confirmation 
of this detective work by reference to the Medical Directory does not, 
however, help in the difficult problem of forming a just estimate of an 
extraordinary and remarkable work To put it briefly, the impression 
it gives is that of its author struggling also to achieve freedom from the 
tyranny of hampering tradition in midwifery and entangling herself in a 
maze of verbiage and hypotheses. Unfortunately she does not succeed 
in setting out her case in logical sequence or expressing it clearly, and 
there are endless repetitions of the same formula in almost identical words. 
This is no doubt largely due to many of its chapters consisting of papers 
communicated previously to Societies or published in Journals and strung 
together in an inconsequent way. In spite of her case being badly pre- 
sented, the book has many noteworthy features and much may be gathered 
from it by those willing to extract the useful points from the mass of 
irrelevant matter that conceals them. 

The text on which her sermon is preached is the statement that: ‘The 
present state of obstetrics is deplorable,’ and she sets out with the firm 
intention of going back to first principles. Statistical studies of maternal 
mortality following the Reports of Grace Meigs (1916) in the U.S.A., Janet 
Campbell (1924) in England, and more recently Morris and Allen in 
Australia are rejected for a functional study of child-bearing throughout 
all its stages. The basis for this study is given in Part I] in the form of 
a detailed analysis of 100 labours, which scarcely seems a broad cnough 
foundation on which to build both a new theory of obstetrics and a new 
definition of normal labour-—the latter a task that has baffled the ingenuity 
of generations of obstetricians of vastly greater experience, power ol 
observation, generalization and expression. It is impossible to go into 
the details of the 27 pages of analyses and tables, but a few of the more 
reasonable inferences are worth mention. Our author is on strong ground 
when she complains of the exaggeration in textbooks and teaching of 
disproportion and mechanical difficulties with a relative disregard of 
inertia, which she considers as the central fundamental problem of 
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obstetrics. ‘What prevents the woman from delivering herself easily and 
so invites or necessitates interference ?”’? she asks. This leads to the new 
definition of a normal labour which must not be an average labour but 
a standard labour. ‘A normal labour is one in which the uterine contrac- 
tions act with thorough efficiency, leading in a short time to the spon- 
taneous delivery of a healthy baby, and causing but little or no distress 
or suffering to the mother.’? Pain is taken to be an early sign of inertia, 
and the more severe the pain, the less likely is the patient to deliver 
herself. ‘‘To a Munro Kerr a painless labour is pathologic; to the woman 
it is the only eutociec labour.”? Further, “the duration and suffering and 
amount of pain of labour depend chiefly on the duration and degree of 
efficiency of the first stage.’”’ 


Her main contention is that the underlying causes of faulty uterine 
action are to be found in ill-health of the mother from faulty diet, the 
presence of general or local infections, habits of life and so on. She con- 
fesses herself a “humoralist’”? and accepts all the popular medical tendencies 
of the day, such as lack of balance of mineral salts and endocrines, vitamin 
deficiency, toxiemias of dental or intestinal origin, as adequate explana- 
tions of disordered uterine function. The mental attitude in which the 
woman approaches labour and the psycholegical element is not dreamt 
of in her humoral philosophy. The traditional doctrines of the obstetrical 
textbooks having been thrown aside, these newer doctrines, as yet not 
fully tested, are put in their place. ‘To those with experience of the high 
proportion of natural labours among the ill-fed, ill-housed and ill-bred 
population of the London slums her assumptions can have little appeal. 
And what can be said of evidence to show the results of a diet rich in 
minerals and vitamins such as the following: “It is probably not an 
accident that many of the recorded cases of painless or nearly painless 
labour occurred in vegetarians, wives of greengrocers, or countrywomen.”’ 
But possibly Mrs, Greengrocer may know too much about her stock or sce 
too much of it to fancy it as a diet. 


Criticism is dismissed by the constant and almost pathetic call for 
help from those with the opportunities and training for research into the 
matters that worry her. The ery for further investigation comes into 
almost every page. What are the causes of pain in labour? What factors 
determine uterine efficiency? What effect has dict on Tabour, septic foci 
and pyelitis on childbearing and how can the liability of the pregnant 
woman to renal mischief be explained? These are some of the many 
pioblems that Dr. De Garis, as well as many another, would like to see 
nearer to solution. Enough has been said to show that there is much to be 
commended in this book, particularly the author’s close observation and 
recording of cases of labour attended in general practice, and her courage 
in breaking away from teaching that she has found useless. Further the 
present-day bias towards the study of function and the causes and signs 
of its disturbance has been grasped and acted upon within limitations. 
But the writer has a long, long way to go before she can establish het 
case on a sound basis. 


John S. Fairbairn. 
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‘Antenatal Care.” By W. F. T. Haunrarn, O.B.E., M.C., F.R.C.S. (Eng.), 
and E, CHALMERS-FauMy, F.R.C.S. (Eng.). Second Edition. Edin- 
burgh. KE, and S. Livingstone. 


TuAatT a second edition of this book should appear so quickly is not sur- 
prising, including as it does much excellent advice on the examination 
and care of the pregnant woman based on the author’s practice at the 
Royal Maternity Hospital, Edinburgh. As Professor Johnstone suggests 
in his foreword, it seems fitting that such a book should emanate from 
those who are working in the Ballantyne Memorial Department. 

The authors commence with the clinical diagnosis of pregnancy; they 
also describe the Ascheim and Zondek test, which they have found in 
certain cases to give a positive reaction in cases of chorion epithelioma 
following hydatidiform mole. 

They consider early examination most important, also pelvic measure- 
ments, both in primigravidee and multipare ; and that for various reasons 
the diagonal conjugate should not be taken until the aqth to 36th week 
of pregnancy. ‘The diagnosis of the various types of contracted pelvis, 
methods of examining patients to determine Jisproportion, indications 
for induction, and the various methods of inducing labour are all dis- 
cussed in detail, They found failure of the fcetal head to engage by the 
38th week usually due to occipito-posterior position, and claim 75 per 
cent successes with Buist’s method, usually within 24 hours. ‘The various 
toxcemias of pregnatcy are very fully described; treatment is advised and 
the indications for terminating pregnancy included, In the renal manifesta- 
tions of toxsemia they consider regular estimation of blood pressure of 
extreme importance, Any blood pressure over 130 m.m. they regard with 
suspicion ; and consider that in moderately severe cases pregnancy should 
be terminated in four or five days if there is no response to treatment, so 
that permanent renal damage may be prevented. 

During recent investigations carried out at the Royal Maternity 
Hospital it was found that 50 per cent of the pre-eclamptic patients 
suffered from recurrent toxemia in succeeding pregnancies. Treatment 
of eclampsia, as practised by the authors, is described, and also Strogonofl’s 
method. 

In the section dealing with venereal diseases one of the case-cards used 
by the Venereal Department of the hospital is reproduced, and is a model 
of its kind. The authors stress the importance of thoroughly investi- 
gating both the husband and the wile in cases of repeated miscarriages, 
and the favourable results obtained by anti-syphilitic injections even when 
the Wassermenn reaction has been negative on repeated examinations. 
The clinical examination of patients with suspected gonorrhoea, the 
difficulty of finding the gonococcus im some clinically positive cases, and 
the importance of treatment are very fully explained. They consider 
douching of little value as a curative agent. It is more important to keep 
the parts dry; vaccines have been used with success in certain cases. 

In discussing antepartum hemorrhage the importance of prompt 
treatment and termination of pregnancy in cases of unavoidable haemorr 
hage, in the mother’s interests, is emphasized. 

There is a very interesting section dealing with Diseases Associated 
with Pregnancy : this includes indications for terminating the pregnancy 
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in such conditions as diabetes, encephalitis-lethargica, and exophthalmic 
goitre. 

Diseases due to pregnancy, ¢,g., pyelitis, acute yellow atrophy and 
piuritus vulvee are also described and appropriate treatment in each case 
suggested. 

The authors claim a certain difhdence in including the section on 
Post-natal Care. The post-natal forms used at the hospital are reproduced. 
All the points requiring attention are mentioned on these, and a space is 
left for clinical notes. Two examinations are insisted upon, one within 
three weeks and the second within six weeks of delivery. The importance 
of investigating the patient’s general health, especially in cases of toxzemia, 
is emphasized. The value of post-natal diagnosis and treatinent of the 
abnormalities which may result from childbirth, as a means of ensuring 
that succeeding pregnancies may be normal, more than justifies their 
inclusion in this book. 

The coneluding chapter deals with the laws governing Health Insurance 
claims certificates, and contains various points which should be of 
considerable value to those commencing a panel practice. 

The authors are to be congratulated on the production of such a sound 
and practical book, which should be of the greatest assistance to medical 
practiticners, students, and midwives. 

M. FE. Sparkes. 
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The eighth British Congress of Obstetrics and Gynecology 
took place in Glasgow on ‘April 22nd, 23rd, and 24th. By the 
courtesy of the Managers of the Royal Infirmary, four of the six 
sessions were held in the Lister Memorial Lecture Hall, while 
lunch and tea were provided in the Main Waiting Hall on the 
first day. The pathological museum was also housed in the 
Infirmary. In the course of the meetings the President and several 
of the visitors expressed their warm appreciation of the kindness 
of the Managers, and Dr. Grant, the Medical Superintendent, was 
specially thanked for the trouble he had taken to ensure the comfort 
and convenience of the Congress. 

The first day was devoted to a discussion of ‘‘The Clinical 
and Pathological Features of Ovarian Tumours (excluding Endo- 
metrioma).’’ Professor W. Blair Bell opened the discussion, but 
hefore beginning his formal paper he referred to the death of 
Professor John Teacher, paid high tribute to his skill as a patholo- 
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cist and his qualities as a man, and invited all present to stand in 
silence for one minute as a mark of respect to his memory. Tle 
was followed by Professor Beckwith Whitehouse, who dealt with 
the clinical aspect, and Mr. T. G. Stevens, who dealt with the 
pathological aspect of the subject. Mr. C. D. Lochrane and Mr. 
G. F. Keatinge then reported their findings in 180 consecutive 
cases. Thereafter, the results of a collective investigation by the 
Glasgow School on a series of over 500 cases were presented by 
Dr. S. J. Cameron, Dr. Donald McIntyre and Dr. John Gardner. 
In the general discussion the following speakers took part :— 
Professors Guggisberg, Munro Kerr, Dame Louise McIlroy, R. J. 
Johnstone and Sir Ewen Maclean, Colonel Green-Armytage ; 
Drs. Amy Fleming, Leith Murray, Cantor (of Pennsylvania), and 
Bethel Solomons. The openers replied to each other and to their 
critics with devastating brilliance. 

In the evening Dr. and Mrs. David Shannon welcomed the 
members of the Congress at a reception in the College Club at the 
University. There were present, also, numerous representatives 
of the various University faculties, the several medical societies, 
the medical specialists, the civic departments and the business 
life of Glasgow. An excellent programme of music was rendered 
by Mr. A. M. Henderson, the University Organist, and other 
artists. 

On the morning of the second day Dr. Shannon read Professor 
S. A. Gammeltoft’s paper on ‘‘The Teaching of Obstetrics and 
Gynecology : the Methods employed in the University of Copen- 
hagen.’’ Professor Gammeltoft was prevented by illness from 
coming to Glasgow to deliver his address in person, but his 
communication was received with much interest and was discussed 
by no fewer than eleven speakers. Dr. James Young and Mr. W. 
A. Cochrane read a paper on “Low-back Pain in Gynecological 
Cases ;’’ Dr. Gilbert Strachan discussed ‘‘Radiotherapy and 
Fistula Formation in Cervical Carcinoma;’’? and Dr. Bethel Solo- 
mons described a case of ‘‘Transplantation of the Ovary.” 

The afternoon session was held in the Anatomical Department 
of the University. Professor H. Guggisberg, of Berne, was the 
first speaker, and his masterly review of ‘‘Conditions of Life and 
Reproduction’’ was received with acclamation, After a suitable 
historical introduction by Professor Munro Kerr and Professor 
T. H. Bryce, the latter demonstrated the anatomical specimens of 
the Hunterian Museum, and Dr. Norman H. W. Maclaren showed 
preparations illustrating ‘‘The Early Development and Implanta- 
tion of the Egg of Cavia.”’ 

Tea was then served in the College Club, 
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The official dinner in the Central Hotel will long be remembered 
for the excellent speeches by the President, Professor Blair Bell, 
Dr. John Fergus, Mr. John Patrick, Mr. Eardley Holland and 
Dr. Bethel Solomons. The President disclaimed any personal 
credit for the success of the Congress, which he attributed almost 
entirely to the Local Secretary, but Professor Hendry, although 
repeatedly called upon to speak, merely replied that he had nothing 
to say. There were, in all, over one hundred present at the dinner, 
including the wives of several members, and the total number of 
members who actually registered for the Congress was ninety-nine. 

During the forenoon session of the third day the following 
papers were read :— ‘*The Induction of Labour by Puncture of 
the Membranes,”’ by Dr. Gibbon Fitzgibbon; ‘‘The Relationship 
betwen Albuminuria and Hemorrhage,’’ by Dr. O’Donel Browne ; 
“The Anatomy and Physiology of the Upper Urinary Tract 
during Pregnancy, and their Relation to Pyelitis,’’ by Dr. Dugald 
Baird; and ‘‘A Case of Transplacental Implantation of Melanotic 
Sarcoma from Mother to Foetus,’ by Mr. Eardley Holland. 
Professor Dame Louise McIlroy showed a film illustrating ‘‘The 
Resuscitation of the Newborn,” and Mr. J. St. George Wilson a 
film demonstrating “‘The Lower Uterine Segment Czesarean 
Operation.”’ 

The afternoon was occupied by operative demonstrations at 


several of the gynecological clinics and at the Maternity 
Hospital. 


SMELLIE MEMORIAL. 


On Saturday afternoon April 25th, 1931, an interesting ceremony took place 
in St. Kentigern’s Old Churchyard, Lanark, when the renovated memorial 
stone to Dr. William Smellie was unveiled by Dr. Munro Kerr, Glasgow 
University. Dr. James Hendry, Glasgow University, secretary of the 
eighth Medical Congress of Obstetrics and Gynecology, presided, and 
called upon Dr. J. Haig Ferguson, LL.D., M.D., F.R.C.S.E., Professor 
of the Royal College of Surgeons, Edinburgh. 

Dr. Haig Ferguson referred shortly to the inception of the movement 
for the restoration of Dr. Smellie’s tomb, which culminated in Saturday’s 
ceremony. Some forty or more years ago, he explained, the late Professor 
Sir A. R. Simpson, of Edinburgh, proposed a joint pilgrimage of the 
Edinburgh and Glasgow Obstetrical Societies to Lanark to visit the tomb 
of Smellie, who had been described as the greatest of British accoucheurs. 
This pilgrimage, for some reason or another, had never materilized till 
1929, when representatives of the two societies met at the tomb, and the 
two presidents reverently deposited a wreath on the grave of their distin- 
cvuished obstetric master. 

It would be recalled, Dr. Ferguson added, that Dr, Smellie died in 
1763, at the comparatively early age of 66, and his mortal remains lay in 
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the tomb beside which the company was standing. Continuing, Dr. 
Ferguson pointed out that at the meeting of the two Societies it had been 
agreed that it would be a fitting thing that they should combine to reno- 
vate and restore the tombstone, which was falling into disrepair, As 
no representatives of Smellie’s family existed, so far as could be ascer- 
tained, the required permission was kindly granted by the churchyard 
authorities at Lanark to carry out the necessary renovation. In offering 
this pious tribute to the great man, whose memory they reverently desired 
to signalize and perpetuate, Dr. Ferguson referred very shortly to some 
points which he thought worthy of consideration on such an occasion. 

It was well, in the rush of modern life, te pause for a while and look. 
back from time to time on the professional fathers, and to learn from them 
how they faced and dealt with the problems of their time, and, further, 
to try to realize in some degree how we had profited by their labours 
and their example. It was often the case that : 


Their noon-day never knows 
What names immortal are; 
*Tis night alone that shows 
How star surpasseth star, 
Time takes them home that we honoured— 
Fair names and famous— 
To the soft long sleep, to the broad 
Sweet bosoin of death : 
But the flower of their souls 
He shall not take away or shame us, 
Nor the lips lack words for ever, 
That now lack breath. 

This might truly be said of Smellie, who was the most prominent and 
best equipped teacher of his time. Moreover, it lad heen stated by a contem- 
porary that he was everywhere beloved for his benevolent and inoffensive 
disposition as well as for his judgment and understanding. He was 
respected by his acquaintances, revered by his students, and beloved in 
the highest degree by all those who experienced his capacity and care. 
It might be said of him that he never caused anyone to shed tears except 
at his death. 

It was impossible to exaggerate the far-reaching influence of a teacher 
like Smellie, and the unteld benefits which even to this day emanated froin 
the principles he so clearly laid down. ‘They were the basis of the modern 
obstetric art, and all of them lay under a debt of gratitude to Smellie for 
all he had done and stood for, It was indeed fitting that his memory 
should be kept green in his native town of Janark, where for so many 
years he practised with such success and acceptance. It was a remarkable 
thing that this young Scottish doctor in the homely country practice in 
which he found himself evolved ideas and new views as to the practice 
of obstetrics which enabled him to introduce into London better and more 
effectual methods of teaching midwifery than any that were then known. 
This was the result of his close and assiduous study of nature in the 
homely surroundings of Lanarkshire, and from this sprang the founda- 
tions of all his future success and benefactions to humanity. 

Smellie’s methods and results were comparable with, and closely 
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reseinbled, those of Jenner, who, in his daily peregrinations through the 
peaceful lanes of Devonshire and Somerset, thought out and discovered 
vaccination, and became one of the greatest benefactors of the race. The 
Obstetrical Societies of Edinburgh and Glasgow felt that they were con- 
ferring a signal honour on themselves by being enabled in some small 
degree to perpetuate the memory of a great master by restoring his tomb 
and preventing it from falling inty disrepair. He would, therefore, along 
with his Glasgow colleague, reverently hand over the restored tomb to the 
care and custody of the Churchyard Authorities of St. Kentigern. 

In the course of his remarks, Professor J. M. Munro Kerr, M.D., Regius 
l'rofessor of Midwifery, Glasgow University, pcitited out that Smellie, 
who was born in Lanark in 1679, in all probability served his apprentice 
ship with either Gordon, of Glasgow, or Inglis, of Lanark. He was 
admitted a member of the Faculty of Physicians and Surgeons of Glasgow, 
in May, 1733, and received a Doctorate of Medicine from the University of 
Glasgow in February, 1745. ‘The burgesses of Lanark gathered there had 
come because he was of their kith and kin, while the obstetricians lad 
made the pilgrimage to the tomb because Dr. Smellie was one of their 
greatest masters. Had Smellie lived longer he would in all probability 
have taken part in the civic life of Lanark, as did Cullen, his contem- 
porary, of Hamilton. This had not been permitted him, as he had died 
four years after his return from London. The few vears given him in 
Lanark were devoted to writing up the second volume of cases, which com- 
pleted the third volume of his great historic treatise. All was finished, 
and Smollett had edited the manuscript, but the great master passed away 
on March 5th, 1763, before the work appeared in print. 

His affection for his native town was attested by the fact that during 
the 19 years he had practised in Lanark, prior to going to London, he had 
purchased several small lots of property in the immediate vicinity of the 
town. Other purchases had been made in later years, so that at his death, 
Smellom, or Smyllum, with the house erected, had been a compact little 
residential estate. Further, he had bequeathed his library, which was 
one of his most cherished possessions, certain pieces of personal furniture, 
his diagrams and drawings, and a number of music books to his old 
school. An additional bequest of £200 had also been made for housing 
these gifts. 

The two Obstetric Societies of Scotland, that cf Glasgow and that cf 
Edinburgh, honouring as they did the name of Smellie, were much con- 
cerned that his tombstone was in disrepair. They had agreed, therefore, 
to have it renovated and more adequately protected from the elements. 
The results of their efforts could now be seen. The canopy over the tomb- 
stone and the engraved tablet were most suitable, and in such excellent 
taste, that all, he felt sure, would join him in offering their congratu- 
lations and grateful thanks to those who had been more directly connected 
with designing and erecting these additions. 

Wiiliam Sinellic and William Hunter, Professor Munro Kerr added, steed 
out quite definitely as the two most distinguished cbstetricians this 
country had produced. They were very different men. Possibly William 
Hunter was the greater; certainly judged by a purely scientific standard, 
his work was of such outstanding merit and distinction that his place 
was unique in the history of obstetric medicine. Smellie’s achievements 
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had been of an entirely different character; he was what would have 
been termed a great obstetric surgeon. All through his writings and case 
records one was impressed with his practical genius. So far as one could 
gather from the few references to his teaching, he was not an eloquent 
lecturer, nor did writing come easy. But he was so exact an observer 
and pursued the practice of his art so assiduously that he must have been 
a wonderful instructor. 

He had aimed at an equally high standard in his writings. ‘To attain 
this he had enlisted the aid of his friend Smollett, who undertook the 
editing of the manuscripts. The result was that his writings were marked 
by a lucidity and terseness which was most impressive. By his genius 
he was able to present particular cases as clear-cut clinical pictures. Even 
now, they could be read with the greatest interest and profit. Smellie had 
not the versatility of the dapper Hunter, so wonderful as a scientist ard 
collector : still, he had been on intimate terms with Sinollett and others 
associated with belles lettres. He had pressed on in his own way—always 
the student, always the observer, always learning from his experiences, 
and profiting by his mistakes. Constantly one noticed in his writings 
references to cases he had attended, often many years previously. His 
critics were forgotten, but the name of Smellie would ever be held in 
honour. 

Professor Munro Kerr then unveiled the memorial tablet and opened 
the door of the vault built over the tomb. 

The dedication ceremony was performed by Rev. R. Marcus Dickson, 
B.D., minister of Lanark Old Parish Church; and Mr. Alexander S. Boyd, 
Convenor of the Public Health Committee of Lanark Town Council, accepted 
custody of the memorial on behalf of the citizens of Ianark. 


After the ceremony a lunch was held in a local hotel. The 
company numbered twenty-six, including six representatives of 
the town of Lanark. 

From Lanark some of the party went on to Stobbieside, where 
they were entertained to tea by Dr. and Mrs. S. J. Cameron. The 
return journey to Glasgow was made via Long Calderwood, the 
birthplace of William and John Hunter. 

There can be no doubt that the Congress was a success. It is 
equally certain that the success was very largely due to the per- 
fection of the arrangements made by Professor Hendry, and to 
his skill in carrying out his well-conceived plans. It is fitting, 
therefore, that his work should be mentioned in this summary ot 
the proceedings. 





DISCUSSION ON 
PROFESSOR GAMMELTOFT’S PAPER.* 


PROFESSOR GUGGISBERG outlined the curriculum for medical students 
in Switzerland, which took 11 semesters, i.e. about 5% years, The first 
two years were devoted to the purely scientific subjects like chemistry, 
biology, anatomy, physiology. The remaining years were devoted to 
clinical work. At present only four semesters were available for the teach- 
ing of obstetrics and gynzecology, but he hoped that they would soon be 
able to extend that to five or even six semesters. Without doubt, obstetrics 
was the more important subject for the student. In Switzerland every 
practitioner must be highly trained in midwifery: transport in that 
country is so difficult that obstetrical emergencies of the gravest kind may 
have to be dealt with in the patients’ own homes. In the early part of the 
course the students require to attend systematic lectures. He did not 
attach very much importance to such lectures—there are so many good 
textbooks available. He criticized most textbooks in two particulars, 
viz., that their descriptions of the physiological and biological problems 
of pregnancy are inadequate, and that the pathology does not receive 
sufficient attention in its details. During this part of the course his 
assistants conduct classes on methods of examination. It was most 
important that the students should be highly trained in abdominal 
palpation, which, he agreed with Professor Gammeltoft, was fundamental. 
He disagreed strongly with Professor Gammeltoft regarding the value 
of rectal examinations. He had been head of an obstetric clinic for 20 
years and had had under his care some <0,000 to 30,000 pregnant women. 
His students and pupil midwives were all trained in the examination of 
women in labour per rectum. In his district in Switzerland midwives 
were not allowed, in any circumstances, to make a vaginal examination 
even in their own practice. If, on rectal examination, the midwife found 
any indication of an abnormality, she must then send for a medical 
practitioner, whose greater experience was clearly necessary in such a 
case. If he agreed that there was an abnormality he might feel justified 
then in proceeding to a vaginal examination. Professor Guggisberg 
believed this to be a sound policy, and it had proved a satisfactory practice— 
the puerperal morbidity rates in his country had shown a great improve- 
ment since this practice was introduced. 

The students took their clinical work in obstetrics and gynaecology 
through four semesters. His class assembled at 6.30 a.m., and he insisted 
on the punctual and regular attendance of his students, Even if they were 
in the hospital or elsewhere until after midnight they must be punctual at 
his class in the morning. He impressed on his students from the beginning 
that for a doctor practising obstetrics there was no night and no day. The 
formal meeting of the class iasted one and a half hours, and his teaching 
Was based on the discussion of an actual patient brought in, if possible, 
to the lecture theatre. He believed in teaching by question and answer— 
it is only by finding out what a student does not know that one is able 


* See page 237. 
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to complete his training. Further, the students were required to attend 
two phantom courses—an elementary and an advanced. ‘There they had 
practice in examinations and in such manceuvres as version and thie 
application of the forceps. 

During his undergraduate course the student was required to spend 
one month in residence in hospital, attending every available case and 
watching every operation performed. Unfortunately, the size of the 
hospitals and the number of students in training do mot allow a longer 
period of such residence, which he believes would be a great advantage. 

With all this training Professor Guggisberg does not believe that the 
student can be regarded as an efficient practitioner in obstetrics. There 
must be highly organized and regular post-graduate courses, compulsory 
for all medical practitioners. 


Dr. FAIRBAIRN was pleased to learn from Prof. Gammeltoft’s paper that 
in his clinic the Head Midwife was given a prominent place in the teaching 
of the medical student, and he himself adopted and strongly advocated 
this plan. The reasons given in the opening paper for the midwife being 
the best teacher to introduce the medical student into midwifery practice 
might be extended by emphasizing her concentration on normal midwifery 
and how it may be attained, her close observation for signs of deviation 
from it and her meticulous care in the details of a normal delivery, all of 
them the very first lessons the student must learn. One function of the 
head of a teaching department was that of seeing that its. methods were 
kept at a maximum point of efficiency, so that the student, living for 
a time in its atmosphere, was bound to acquire habits of mind and of 
technique so that, trained up in the way he should go, he will not after- 
wards depart from it. 

Residence is a matter on which we are all agreed, though the minimum 
period is still an open question; but there is more than the mere time 
factor to be taken into consideration, e.g., the size of the hospital or 
department. The less the work done the longer the residence, but in any 
case there should always be sufficient to keep the attention of the student 
fully occupied. At his own school the duration of residence was two months. 

Another point in Prof. Gamineltoft’s paper that must have impressed 
all British teachers was the advantage arising out of the Chief of the Clinic 
being also resident with his students, and available at all hours, day and 
night. 

He wished, however, to make the first contribution to the discussion the 
stress he would lay on the importance of obstetrics and gynzcology being 
a single and indivisible subject, of which the post-natal clinic forms the 
connecting link between the management of normal and abnormal repro- 
duction and that of the injuries and diseases of the tract; and next, that 
the subject must be taught from the physiological standpoint, with the 
maintenance of the normal and the prevention of injury and disease as its 
primary object. This latter point of view has been fully grasped in ante- 
natal work, but has not dominated intranatal and postnatal work to the 
same degree. For example, the resort to artificial delivery is so simple 
that its very ease in practice has diverted the attention of teachers and 
other practitioners from a study of the causes of failure to complete normal 
parturition and how they may be eliminated, and it will be detrimental to 
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training unless a special effort is made to overcome it. In discussing any 
case in which an absolutely normal labour has not been obtained, the 
teacher should go back over the management of pregnancy and labour 
to discover possible reasons for the failure of natural function or occurrence 
of complication of any kind, so as to set the minds of his students working 
towards seeking out the causes of the trouble and eliminating them in 
future cases. In gyneecological work the opportunity is constantly afforded 
in the treatment of traumatic and infective lesions, and at the postnatal 
clinic, to review the history and see when prevention in obstetric practice 
failed, thus stressing prevention from both aspects. 

Dr. Fairbairn concluded by drawing attention to the wonderful oppor- 
tunity the teaching of our subject offers, especially when combined with 
that of infant hygiene, of showing the student medicine in a new light 
and exciting his interest in the preservation of health, normal function and 
normal development, while laying a sure foundation for midwifery 
practice. 


Professor MUNRO KERR remarked that it was necessary to sweep away 
the fallacy that minor surgical operations and minor obstetric operations 
were comparable. There is no comparison between the two: the latter 
are infinitely more serious. 

As regards antenatal care, he expressed the opinion that there is no 
difficulty in giving the undergraduate an excellent training in this branch 
of preventive medicine. There is ample material in all maternity hospitals, 
maternity units of general hospitals, and all teaching schools. Similarly, 
the special investigation of patients prior to confinement to determine 
abnormal presentations or pelvic deformities is at present being carried 
out. The difficulty is giving the undergraduate training in intranatal 
care. There has been a general tendency to magnify the importance of 
antenatal care at the expense of intranatal care. Professor Munro Kerr 
is convinced that the largest proportion of the disasters which occur are 
the result of faulty intranatal care. It is no use to tend carefully the 
pregnant woman and bring her to labour in a satisfactory state of health 
if during the delivery she is injured or infected. It is this part of the 
undergraduate training which is so difficult. We can train every medical 
student in the management of a normal labour, and by means of the 
phantom we can train him in operative work, up to a point; but he cannot 
be permitted to operate on the living subject. Yet, when he goes into 
practice it is not the normal cases he will be called on to attend: when 
the midwife summons him it is the abnormal cases he will have to 
deal with. 

It is dreadful to think that the young graduate may, the day after he 
qualifies, be called upon to perform a serious operation that he has never 
before undertaken, may not have assisted at, or possibly even seen. We 
should be perfectly clear on this point, that we cannot undertake to train 
the undergraduate in anything but the very simplest obstetric operations. 
We cannot train him beyond stitching the perineum or extracting the 
head at the outlet with the forceps. Maternal mortality and morbidity 
will never be reduced appreciably until obstetric practice is carried on by 
well-trained midwives, obstetric specialists, and general practitioners 
specially trained in obstetrics after graduation, 
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Dr. BETHEL, SOLOMONS said that when arrangements were being made 
by such a body as the General Medical Council with regard to teaching, the 
exact position of the Professor must be ascertained, the important fact 
being to determine whether the students were being taught in the 
University by the same man who taught them in the Hospital. The 
most important factor in teaching was the necessity for residence in 
a maternity hospital; then the student got immersed in midwifery, not 
only in the wards, but at his meals: he suggested two months as a 
minimum, but obviously the amount of experience depended on the 
number of cases. He encouraged students to watch the progress of normal 
labour, so that they could diagnose the abnormal. He believed that the 
sister in charge of the intranatal wards could and did teach a great deal 
to the students; her experience was most beneficial to them. While it 
was necessary that the student should conduct a certain number of cases, 
it was more important that they should hand in notes of normal and 
abnormal cases seen : these should be signed by the director of the hospital 
before the examination, They should also write notes of puerperal cases 
and show that they had attended an infant clinic. 

Dr. Solomons said he was a complete convert to the value of rectal 
examinations; he believed that students and nurses should be taught 
how to make them and what to learn from them, but the teacher should 
not fail to impress on the student that an observation of the patient in 
labour, and abdominal palpation, gave the greatest and safetest know- 
ledge, that rectal examinations should be a useful accessory, and that 
vaginal examinations should be few and should only be done when 
diagnosis could not be established by other means. All this came back to 
one great fact—the necessity for residence in the hospital. 


Dr. FirzGrppon thought a great fault in the present teaching of 
obstetrics was the want of differentiation between the physiological and 
pathological process. In general medicine and surgery a student spent two 
years learning normal anatomy and physiology before starting the study 
of disease and dysfunction, but in obstetrics the whole subject is bunched 
together. The fault exists in all the standard textbooks; there is a want 
of uniformity even in the opinion of the teachers as to what constitutes 
the absolute normal process of parturition. Many facts are described as 
normal because they occur in a large number of cases, although they are 
not compatible with recent clinical observations, It should be possible 
to define the absolutely normal and then, when the student has learned 
this as a foundation for his study of the abnormal, he will be in a position 
to recognize that a case is not normal even if he cannot define what is 
actually wrong. This should be the main object in the teaching in 
theoretical lectures, while the pathology is best taught clinically. The 
tendency to eliminate all vaginal examinations is a mistake, External 
examination and rectal examination are sufficient to establish normality 
and to observe the progress of normal labour, but vaginal examination must 
be adopted when the simpler methods fail to establish absolute normality. 


Professor Briarrk Bei, said: Although in the present circumstances 
it was necessary to intensify the study and improve the practical experience 
of students, strictly speaking this was taking hold of the wrong end of 
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the stick to beat down maternal mortality and disablement. That this 
could be done only to a very limited extent as things were was evident 
to all who had carefully considered the question. Infant welfare was by 
far the most important aspect of the subject, if by this term we included 
the care of the individual from the neonatal period, through her probational 
existence, until she became a responsible marriageable citizen. 

By the prevention of infections, which produced cardiac, renal, arthritic 
and other disabling lesions in the mother-to-be, by the prevention of 
rickets and of other adverse factors to normal skeletal (including dental) 
development, most of the difficulties and dangers of pregnancy, parturition 
and the puerperium would be removed. 

We should aim, then, at the production of healthy mothers as much 
as at the production of skilled obstetricians. By this means alone would 
maternal disablement and mortality be reduced in the days to come, 

There is little doubt in my mind that the healthiness—absence of 
constitutional disorders and pelvic contractions—of the population of 
Sweden is one of the prime causes of the comparative safety of childbirth 
in that country. 





DISCUSSION ON OVARIAN TUMOURS.* 


Professor GUGGISBERG maintained that the folliculoma is a_ perfectly 
definite type of ovarian tumour with a characteristic arrangement of cells, 
derived from the granulosa layer of the original follicle. His belief in the 
existence of this separate entity is supported by his own experience of 
two clinical cases. In both, the ovarian tumour was associated with great 
enlargement of the uterus and excessive imenstrual loss. In both cases, 
after excision of the tumours which were diagnosed microscopically as 
folliculomata, the menstrual loss returned to normal and the uterus was 
found to be reduced in size. He was quite convinced that malignant 
changes could occur in pre-existing innocent ovarian tumours. He had 
numerous clinical records of what must have been simple ovarian tumours, 
known to be present for a very long time, with a sudden change in the 
symptoms associated with gross evidence of rapidly developing malignancy. 

He was most interested to hear of the operative mortality in ovarian 
tumours. In his clinic the mortality rate was as high as six per cent, due 
to the fact that the country women in Switzerland did not seek advice 
for such conditions until they were very far advineed. He had to deal 
with tumours of very large size. If the patients with ovarian tumours 
could be brought for diagnosis sufficiently early, tien the operation results 
would be very much more favourable. He marvelled at the relatively 
small incidence in the series of cases recorded of torsion of the pedicle 
and of abscess formation in the cyst. In his clinic these complications were 
much more frequent. In certain types of malignant ovarian tumour deep 
ray therapy had given encouraging results. 


Professor Munro KeErr stated that he had entirely forgotten ‘The 
Series of Two Hundred and Fifty Ovariotomies’ which he had published 
some 20 years ago. He was glad to find that he had so little to retract in 
the statements he had then made. 

As Professor Beckwith Whitehouse pointed out, ovariotomy taken over 
a long series was a much more serious operation than hysterectomy for 
fibroid tumours. In his experience the mortality was about twice as great 
for the former as for the latter. 


Professor Munro Kerr was impressed with the importance of removing 
the uterus in certain cases. Where both ovaries had to be sacrificed and 
no ovarian tissue could be conserved the uterus should be taken away with 
the tumours. So also in double papillomata and, of course, in all cases of 
carcinoma, whether the tumour was one-sided or double-sided. 
a much cleaner sweep of the pelvic cellular tissue than if the uterus was 


This gave 


left behind. There was no object in leaving the uterus with all ovarian 
tissue removed. In cases of double-sided tumours of a burrowing nature 
he had mentioned 20 years ago that it was of great advantage to work 
down the casy side, divide the cervix, and work up rom below on the 
difficult side, a procedure which had been recommended in certain cases 
of fibromyomata just about the time he had reported his 


* 


series of 


See pages 249 to 337. 
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ovariotomies. He had not encountered many cases of suppuration of the 
ovaries. In some the ovaries were completely destroyed, but in others 
there occurred, as Mr, Stevens mentioned, a parovarian collection of sero- 
pus. This was exactly what occurred in the acute phase of chronic salpin- 
gitis. In salpingitis, if one took cultures from a peritubal collection, micro- 
organisms were found in abundance although the pus in the Fallopian tubes 
was sterile. This is the reason why it is so very dangerous to cperate upon 
chronic salpingitis in the acute phase. He was not prepared to state that 
the same applied to effusions round about an ovary. They should be 
dealt with immediately by removal of the tumour and pelvic draining with 
gauze and rubber tubing. 


Professor GREEN ARMYTAGE stated that he would not apologize for the high 
mortality in the East after operation, as anyone present who had seen the 
size and state of the tumours and patients in the East as compared with 
the West would understand it. 

Enormous raw areas needing peritonization, shock, embolism and 
hemorrhagic oozing were probably the causes of death in many women 
already cachetic. It was necessary to operate with the speed of a Lawson 
Tait or S. J. Cameron to get even so low a mortality as his Registrar had 
shown in his paper published in the April, 1931, number of the Journal of 
Obstetrics and Gynecology of the British Empire. He wished to 
emphasize a clinical point not raised in the discussion so far, and that 
was that spontanecus rupture of an ovarian cyst could be diagnosed by 
almost immediate uterine diuresis, possibly due to some chemical factor 
in the fluid influencing the pituitary. He was accustomed to removing the 
whole uterus with the tumour whenever there was a suspicion or certainty 
of malignancy. It would appear that the opener of the discussion did not 
agree with this procedure though it has the authority of all the most 
recently published textbooks. ‘Let us have light.” 


Dr. AMy M. FLEMING said that in studying the clinical features 
of patients suffering from an ovarian neoplasm one was faced with the 
difficulty of deciding how far the frequency of any particular clinical 
feature differed from the normal or from the frequency of the same clinical 
feature in a series of patients suffering from some other ovarian disturbance. 
In order to ascertain this, she had made a comparison between the clinical 
features of patients suffering from ovarian neoplasms and those of the 
following other series of patients at the Royal Samaritan Hospital :— 

1. A consecutive series of 100 patients upon whom a curettage was 
performed and in whose cases no gross lesion of the ovary requiring 
operation was diagnosed, 

2. A complete unselected series of 79 consecutive patients of Dr. Shannon 
in whom resection or the ovary and, or, an oéphorectomy, unilateral or 
bilateral, was performed on account of the presence of one or other type of 
retention cyst of the ovary. 

3. A complete unselected series of 57 consecutive patients of Dr. 
Shannon on whom a subtotal hysterectomy was performed in addition to 
unilateral or bilateral odéphorectomy necessitated by the presence of 
retention cysts of the ovary. 
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A history of no miscarriages was found to be more frequent amongst 
the patients suffering from an ovarian neoplasm or from retention cysts 
necessitating removal than amongst those cases in which no lesion of the 
ovary requiring operation was diagnosed. 

The average number of children per family in the series of those 
suffering from ovarian neoplasm was found to be smaller than that of those 
in which no retention cysts requiring operation were diagnosed. The group 
in which the average number of children was lowest was that in which 
retention cysts requiring removal were found. 

The average number of miscarriages per family of those suffering from 
an ovarian neoplasm was slightly greater than of those in whom no ovarian 
tissue required to be removed. The groups of patients in which the number 
of miscarriages per family was lowest were those in which retention cysts 
were removed at operation. 

This comparison between the histories of 388 patients seemed to point 
to the facts that the presence of an ovarian neoplasm was associated with 
a slightly decreased fertility rate accompanied by a_ correspondingly 
increased frequency with which a history of no miscairiages was obtained. 
The disturbance of function of the ovary associated with the presence 
of retention cysts of the ovary seemed to be a more potent factor in bringing 
this about than did the presence of an ovarian neoplasm. 

Menorrhagia was less frequently complained of by the patients having 
an ovarian neoplasm than by those patients in the three control groups. 

The percentage number of patients complaining of metrorrhagia was 
higher amongst those suffering from ovarian neoplasm than amongst those 
in whom no lesion of the ovary requiring removal was found, and than 
amongst those suffering only from retention cysts of the ovary. As might 
be expected, amongst those in whom a lesion of the uterus requiring 
removal was present, in addition to retention cysts of the ovary, metrorr- 
hagia was found to be most frequent. Dysmenorrhcea was less frequently 
complained of by those having an ovarian neoplasm than by those in the 
three control groups. Leucorrheea, like menorrhagia and dysmenorrhcea, 
was found to be a much more frequent complaint amongst the patients in 
whom no neoplasm was found. 


Dr. BETHEL SOLOMONS drew attention to the difficulty in dealing with 
malignant ovarian tumours when complete extirpation was impossible. 
He had tried deep X-rays, radium, and lead, but except in an odd case 
they were all unsatisfactory. When secondaries occurred what was best 
to do? Some advocated leaving the patient alone, but here again all the 
treatments suggested were useless in saving life. He feared in spite of 
the excellent papers and discussions, these women would continue to die. 

It has been stated that pseudo-myxoma peritonei was not a feature 
of malignancy. He disagreed entirely with that remark. Most of these 
patients died speedily and deep X-rays seemed to hasten death. He 
thought that surgical shock as a cause of death meant that the operator 
had not discovered the cause. 


Dr. Hyam FE. Canter (Philadelphia). 
The question of the origin of the granulosa cell tumour is. still 
an unsettled one. According to Robert Meyer this tumour arises from 
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undifferentiated granulosa cells. ‘These cells have been placed in the 
medullary portion of the ovary during intra-uterine life and remain there 
unused. We find such masses of cells in every older fcetus and also in a 
great number of the newly born. It is, however, quite possible we cannot 
see at all the original cells producing this tumour, because they may remain 
in a quite indifferent state as they are in the embryonic ovary, called 
blastoma of the ovary. 

It is hardly possible to believe that these tumours have their origin in 
the epithelium of the follicle, because the life of the epithelium depends 
upon the full functioning of the ovary and the majority of cases of 
such tumours occur long after ovarian function has ceased. 

R. Meyer has collected a series of 33 such cases. He found three 
children, five women between 20 and 39 years of age, eight between 4o and 
49, and 17 patients over fifty, five of whom were older than 7o. 

These tumours may occur as a folliculoma or as solid masses of 
epithelium or they may be quite diffused, resembling a sarcoma. All of 
the three forms may be found in one tumour, or one type may predominate 
or it may occur independently. Again, the resemblance of follicle-like 
structure does not prove it originated from this; on the contrary, it is a 
product of the tumour, 

This type of tumour belongs to the female only, because we do not find 
granulosa cells in the male. They produce precosity in the young and 
rejuvenation in the old. In R. Meyer’s series he found hypertrophy of 
the breasts and even secretion of milk in one woman of 51 and in another of 
72 years of age. In one case reported by another writer he found a well- 
developed decidua in a hypertrophic uterus in a woman 63 years of age. 
In the majority of patients with this tumour hypertrophy of the uterus with 
hyperplasia of the endometrium is found. 

The prognosis is quite favourable if the patients are operated on early. 
Of the 33 above patients who were operated on, two died soon after the 
operation and only three died later of metastasis. Nineteen were completely 
cured. Of the three children, two are still alive and it is now more than 
Io years since the operation. 


Mr. T. G. STEVENS, in reply, said that he was still unconvinced that 
such a tumour as a folliculoma or granulosa-cell carcinoma existed. 
Professor Blair Bell had said that the corpus luteum was too short-lived 
to give rise to a tumour, but the corpus luteum was longer-lived than the 
granulosa cells, and during pregnancy, at all events, lived for forty weeks. 
The granulosa cells, on the other hand, lived for but 14 to 17 days in an 
active state in any particular follicle. Mr. Stevens believed that the 
tumours labelled granulosa-cell carcinoma or folliculoma were really endo- 
theliomata, and, further, could not admit that a tumour (granulosa-cell 
carcinoma) which showed no tendency to infiltrate or produce metastases, 
as was stated by Robinson of New York, should be called a carcinoma at 
all. 


Dr.CanteR of Philadelphia stated that a number of cases of granulosa- 
cell carcinoma had been described up to the age of 7o! This was the 
greatest argument against the nature of the growth, for at that age there 
are no granulosa cells in the ovary. 
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Professor Brark BELL in replying congratulated the Congress on the 
excellence of the discussion, and he regretted having been obliged to be 
absent from a part of it. 

Professor (GREEN-ARMYTAGE had asked whether there was any means of 
distinguishing macroscopically between bilateral sarcomata and _ bilateral 
fibromyomata of the ovaries at the time of operation. In his (Professor 
Blair Bell’s) experience sarcomata, including endotheliomata, were not so 
uniform and pale in colour as fibromyomata; there were often areas of 
hzemorrhage—as shown in one of the colour pictures he had exhibited— 
and the sarcomatous tumour was, therefore, usually much the softer of 
the two. This, however, did not necessarily apply to the spindle-cell 
variety. 

Again, sarcomatous tumours were usually adherent at some part of 
their surface, if not extensively. Fibromata and fibromyomata were nearly 
always quite free, or were adherent to a very limited extent, unless the 
tumour had undergone degeneration. Pain was absent with undegenerated 
fibromatous tumours, but present with sarcomata, 

With regard to what Professor Whitehouse had said of the difficulties 
and sequelee of ovarian resection he was dumbfounded, for he (Professor 
Blair Bell) had never, in an experience of literally hundreds of cases, 
had any difficulty or unpleasant sequel, and he, therefore, described his owi 
technique (omitted here). 

With regard to the operation mortality rate in relation to innocent 
neoplasms of the ovary, Professor Blair Bell said his own was not as high 
as that of Professor Whitehouse but was, perhaps, a little higher than 
for simple supravaginal hysterectomy. He attributed this to the fact 
that one often removed very large cysts of many years standing from 
frail, elderly women. A few weeks ago he had removed one, under spinal 
anesthesia, weighing 23 Ib. from a delicate old lady, 69 years of age. She 
recovered quite well. He had seen several very large tumours of this 
sort in the last few months. He was a great believer in spinal anaesthesia 
in weak and elderly subjects. He agreed with those who regarded 
suppuration in a cystadenoma as a rare phenomenon. 

As to the question of the route or method whereby secondary tumours 
resulted from primary gastric and mammary carcinoma, he had nothing 
to add to what he had already stated, except, perhaps, to point out that 
malignant nodules in the vesico-rectal peritoneal pouch were commonly 
seen with gastric carcinoma in men, and that in the transplantable carci- 
noma of the rabbit it had been found by Dr. Datnow, working in the 
speaker’s laboratory, that dissemination from an ovarian implantation 
resulted in the diaphragm being covered with secondary implantations— 
the diaphragm in the rabbit being the lowest part of the abdominal cavity. 

Questions had been asked as to the cause of ascites. He (the speaker) 
thought the general statement made in his opening remarks was true, it 
must be remembered that ascites in relation to genital neoplasms might be 
caused by mechanical irritation such as that associated with mobile 
ovarian and peduncleated subperitoneal uterine fibromata, and also by 
irritative secretions such as those produced by carcinomatosis peritonei. 
No doubt the ascites produced by miliary tuberculosis of the peritoneum 
was similar in origin. 

The term “lepidoma” which he had used in his classification was intro- 
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duced by Adami as a general term to include epithelial, mesothelial and 
hypothelial tissues. It was a very convenient word and saved many 
careless errors in terminology, such as ‘‘uterine epithelioma’’ which, 
strictly speaking, should be ‘uterine mesothelioma.” 

He believed that pseudomyxoma peritonei was not a malignant nev- 
plasm, biologically considered. Although embolic metastases in the 
lungs had been described once or twice, he knew of no case of a true 
metastasis ; moreover, real invasion did not occur—the tumour: arose from 
implantation of active epithelium. 

He maintained, and had produced ample histological evidence in his 
opening remarks, to demonstrate the occurrence of carcinoma in previously 
innocent tumours. In some cases the innocent cyst had been known to 
exist for many years before malignant changes developed. It was just 
as possible for a malignant change to occur in the tissues of a cystadenoma 
or papillary cyst or other innocent tumours as in the normal tissues o! 
the soma. Was it not well known that innocent papillary tumours of the 
large bowel, mammary ducts and bladder might eventually become 
malignant? It was ridiculous to assert, as Mr. Stevens and Dr. Jeith 
Murray had done, that this was an impossibility, and the evidence he 
(Professor Blair Bell) had submitted, if any were required, was conclusive 
on the point. Mr. Stevens made two other statements which, in their 
dramatic nihilism, almost defied criticism. 

He (Professor Blair Bell) gave some evidential points which he con- 
sidered left no room for doubt that there was such a condition as that 
described as ‘‘precancerous,’? which for himself meant devitalization, 
however produced. From this condition the cell recovered, passed on to 
death, simple hyperplasia or malignancy. In return he would ask Mr. 
Stevens what he meant, after denying the possibility of a precancerous 
condition, by describing a neoplasm as ‘‘potentially malignant.” 

Mr. Stevens had also categorically denied the existence of folliculomata 
of the ovary, and asserted that all such neoplasms were endotheliomata. 
He (the speaker) had not had time to show slides of endotheliomata, but 
he was under no misapprehension concerning the essential differences 
between the two. He was sorry Mr. Stevens contented himself with ex 
cathedra fireside reflections as he had done, instead of bringing forward 
pathological material to support his statements. Still Mr. Stevens’ 
remarks were always stimulating and had greatly enhanced the discussion. 

So far as treatment was concerned, Professor Blair Bell repeated his 
views on conservative ovarian resection for innocent neoplasms in young 
women, Bilateral removal, together with the uterus, should always be 
practised in women about and over 45 years of age. 

For malignant disease of the ovaries he always removed the ovaries atl 
uterus, when possible, and gave treatment with lead. He was glad to hear 
of Professor Whitehouse’s success in this direction. 


The Chairman (Stk EWEN MACLEAN) said the Congress was much 
indebted to the introducers of the discussion and to those 
subsequently taken part therein. He (the Chairman) had been amongst 
those who thought that the topic of ovarian tumours might prove to be 
unattractive or even dull, but he had been thoroughly converted and was 
of opinion that the proceedings of the Congress in this subject would mark 
an epoch in gynaecological pathology. 


who had 





The British College of Obstetricians and Gynecologists. 


A MEETING of the Council of the College was held in Glasgow, on April 
21st, with the Fresident, Professor Blair Bell, in the Chair. The following 
Members of the College were admitted to the Fellowship : Ernest Farquhar 
Murray, William Henry Francis Oxley, and Gilbert Innes Strachan. The 
following signed the oath and were admitted to the Membership of the 
College : Gerald Fitzmurice Keatinge, Percy Malpas, Edward Lawton Moss, 
Frank Neon Reynolds. 

The robes of the College were wora by the President and members of 
the Council for the first time during the ceremony of admission of Fellows 
and Members. 

* % * 


The Second Annual General Meeting of the College was held in the 
Lister Memorial Hall, Glasgow, on April 22nd, with the President in the 
Chair. There was a large attendance of Fellows and Members. 

The Honorary Secretary reported that the vacancies on the Council, 
created by the statutory retirement of one-third of the members thereof, 
had been filled as follows :— 

Fellows: Henry Russell Andrews, Herbert Leith Murray, Bethel 
Solomons, Harold Beckwith Whitehouse, all of whom had been re-nomina- 
ted without opposition and re-elected. John Henry Stacey was elected by 
vote as representative of the provincial Members. 

The adoption of the Report of the Council and of the Financial Report 
and Balance Sheet, all of which had been circulated, was proposed by 
the President, who reviewed the work of the College during the past 
year and indicated the lines of development which the Council hoped to 
pursue in the coming year. He emphasized the fact that, while the chief 
work of the College and the Council must be towards the betterment of the 
practice of obstetrics and gynecology, it was believed by many that the 
outward and visible signs of the existence of the College were important. 
For this reason the Council had obtained a Patent for Coat of Arms and 
Crest which, he understood, was cordially approved by all as being 
dignified and appropriate. Gowns had been designed for the use of 
Fellows and Members and these had been worn for the first time at the 
admission ceremony of new Fellows and Members on the previous day 

More important still, he believed, was the provision of a central home 
in Iondon, a home which would be not only a centre for the business oi 
the College but where the commencement could be made of what he hoped 
would become the finest obstetrical and gynecological library in the 
country, a home in which all could take pride and to which all could bring 
some offering, if only a book or piece of antique furniture. 

The realization of this had been considerably improved by the 
munificent gift which he was now able to announce from the Rt Hon. 
Lord Riddell. The Fellows and Members of the College would remember 
that Lord Riddell had very generously given the sum of £1,000 when th« 
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College received Incorporation and he had now made a further gift of £600 
per annum for seven years. 

In seconding the adoption of the Reports the Honorary Treasurer, Mr. 
Eardley Holland, called attention to the fact that a home in Iondon 
worthy of the College would, in the future, require a considerably greater 
income than the College at present obtained, and it would be necessary to 
establish an Endowment and a Building Fund. At the present time it did 
not seem propitious to launch a big appeal, but when the trade of the 
country improved, which he hoped would not be far distant, he proposed 
to open an appeal for both these funds. 

* * * 


A meeting of the new Council was held immediately after the Annual 
General Meeting, when the fcllowing officers were unanimously elected : -- 

President—Frofessor W. Blair Bell (Liverpool). 

Hon, Treasurer—Mr. Eardley 1. Holland (london). 

Hon. Secretary—Professor W. Fletcher Shaw (Manchester). 


The following standing Committees were also elected :— 

Finance ana Executive Committee : The President, Hon. ‘treasurer and 
Hon. Secretary, Dr. I. Watts Eden, Sir Kwen J. Maclean and Mr. LL. C. 
Rivett. 

Examination Committee : Dr. H. Russell Andrews, Dr. J. S. Fairbairn, 
Professor R. W. Johnstone, Dr. R. A. Lennie, Dr. Bethel Solomons, Dr. 
J. E. Stacey, Professor Miles H. Phillips, Professor Beckwith Whitehouse, 
with the President, the Hon. Treasurer and the Hon. Secretary ex-officio. 

Fellowship Selection Committee : The President, Professor A. Donald, 
Dr. T. Watts Eden, Professor J. M. Munro Kerr, 


The Journal of Obstetrics and Gynecology of the 
British Empire Publishing Co., Ltd. 


Minutes of the Ordinary General Meeting of the Journal of Obstetrics 
and Gynecology of the British Empire Publishing Company, Limited, 
held at the Lister Memorial Lecture Theatre, Royal Infirmary, Glasgow, 
on Friday, the 24th day of April, 1931, at 9.30 a.m. 

Present—Sir Ewen J. Maclean, Professor Dame A. Louise Mcllroy, 
Dr. John S. Fairbairn, Mr. T. G. Stevens, Dr. Gibbon Fitzgibbon, Dr. 
James Young, Dr. Bethel Solomons, Dr. R. S. Statham, Mr. Hardy Greer, 
Professor J. Hendry. 

In the absence of Dr. T. Watts Eden (Chairman), Sir Ewen J. Maclean 
was voted to the Chair. 

Professor J. Hendry acted as Secretary. 

The Secretary read the notice convening the meeting and the Auditors’ 
Report. 

Apologies for absence were read from the Chairman of Directors and 
Dr. H. Russell Andrews. 
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In presenting the Report and Accounts the Chairman drew attention 
to the increased number of subscribers and to the steadily improving con- 
dition of the Company’s finances. That improvement would be further 
enhanced by the adoption of the special resolution at the immediately 
succeeding Extraordinary General Meeting which would have the effect 
of reducing the capital of the Company from £5,000 divided into 1,000 
shares of £5 each to £2,715 divided into 905 shares of £3 each, 

In the near future some of these shares would be available, and by 
taking them up members, and subscribers, would not only help forward 
the interests of the Journal but would, at the same time, furnish them- 
selves with a sound investment. 

The Chairman also emphasized the observations of the Editor, quoted 
in the Report, that it was the duty of members and subscribers still 
further to increase the circulation of the Journal, which had undoubtedly 
obtained an influential international position in the branch of medicine 
with which it dealt. 

The following resolutions were duly proposed, seconded and carried 
unanimously :— 

That the Accounts of the Company for the year ended 31st December, 
1930, as certified by the Company’s Auditor, and the Report of the 
Directors thereon be, and the same are hereby received and adopted. 

That the number of Directors of the Company be increased to seven. 

That Professor Sir Ewen J. Maclean, M.D., and Mr. Thomas George 
Stevens, F.R.C.S., the Directors retiring, be and ate hereby re-elected 
Directors of the Company. 

That James Young, Esq., M.D., and Daniel Dougal, Esq., be and they 
are hereby appointed Directors of the Company, such appointment to take 
effect on the day their qualification shares are allotted. 

That Mr. Henry F. Hill, chartered accountant, be and he is hereby 
appointed Auditor for the Company for the ensuing year at a fee to be 
fixed by the Directors. 

That the meeting records its deep sense of the loss the Company has 
sustained in the death of Sir Francis Champneys and that its very sincere 
sympathy be expressed to his relatives. 

That a similar expression of sympathy be expressed to the relatives 
of the late Mr. Frank Taylor, whose services for the Journal have been 
of great value, 

That this mecting expresses its most grateful thanks to the Editor 
(Mr. Comyns Berkeley) for the great ability, the unremitting zeal and 
the devotion which he has gratuitously rendered to the Journal and which 
has done so much to establish the influential position which the Journal 
now holds. 





Review of Current Literature. 


DIRECTOR : FREDERICK ROQUES. 
M.A., M.D., M.Chir. (Cantab.), F.R.C.S. (Eng), M.C.O.G. 


Tuts Review will contain the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘Journal 
of Obstetrics and Gynecology of the British Empire’? exchanges :— 

British.—The Lancet; British Medical Journal; The Cancer Review : 

Canadian.—The Canadian Medical Association Journal; Bulletin Médical 
de Quebec. 

Australian.—Medical Journal of Australia, 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology; The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics. 

French.—_La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Bruxelles-Médical. 

Italian.—Annali di Obstetricia e Ginecologia; Archivo di Obstetricia ¢ 
Ginecologia. 

German.—Atrchiv fiir Gynakologie; Zeitschrift fiir Geburtshiilfe und 
Gyniakologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 
urtshiilfe und Gynakologie; Miinchener Medizinsche Wochenschrift. 

Scandinavian.—Acta Gynecologica Scandinavica. 

South American.—Boletin de la Sociedad Obstetricia y Ginecologia 
de Buenos .Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynecology. 

It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current literature throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
nade to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 

London: J. Lyie CAMERON, F.R.C.S., R. CC. Ligurwoop, M.D.; 
F. Rogugs, F.R.C.S.; A. WALKER, F.R.C.S.; C. D. READ., F.R.C.S. 
(Iédin.); R. 1. Dopps, F.R.C.S.; G. W. THropatp, F.R.C.S. (Edin.) ; 
D. H. MacLxop, F.R.C.S.; A. J. WRici&y, F.R.C.S, 

Hluddersfield : W. BE. Crowtukr, M.B. 

Leeds : R. H. B. AbAMsSon, M.D. 

Liverpool: M. Datnow, M.D.; A. A. GEMMELL, BYR.CLS. 

Sheffield : W. W. KING, F.R.C.S. 

Glasgow : JANE H. FILsHi.ty.. 
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The Lancet. 


January 3, 1931. 
*Uterine haemorrhage, with special reference to malignant disease. Beck- 
with Whitehouse. 
January 24, 1931. 
*Technique and results of myomectomy. Victor Bonney. 
Myomectomy. (Leading article). 
Intravenous antiseptics for uterine infection. G. H. Morrison. (Corres- 
pondence). 
January 31, 1931. 
Source of puerperal infection. (Leading article). 
Myomectomy. Victor Bonney. (Correspondence). 
February 7, 1931. 
Puerperal sepsis. J. C. G. Dickinson. (Correspondence). 
February 14, 1931. 
Source of puerperal infection. B. Sadler. (Correspondence). 
February 21, 1931. 
Rupture of the uterus. J. St. George Wilson. 
February 28, 1931. 
*Treatment of ovarian deficiency with ovarian extract. H. Gardiner-Hill 
and J. Forest Smith. 
March 28,1931. 
Inverted frank breech. A. M. Claye. (Correspondence). 
Lysol in obstetrics. I,. P. Garrod. (Correspondence). 


Uterine hemorrhage with special reference to malignant disease. 

The reasons for delay in seeking medical advice in cases of abnormal 
hzemorrhage are discussed. A résumé of the author’s well-known views 
on menstruation and ovulation are then given. At the menopause the 
discharge of ova tends to become irregular: this means the production of 
irregular menstrual cycles and irregular menstrual bleeding. The author 
has seen a recent corpus luteum at the age of 67. The haemorrhage is like 
an ordinary menstrual period. In carcinoma the bleeding tends to be 
smaller in amount, prolonged, and bright red in colour. Any _post- 
menopausal hzemorrhage requires investigation. Mucous polypi may 
cause post-menopausal hemorrhage and are found at any age. They may 
become malignant. In cases of post-menopausal haemorrhage, the uterus 
must be explored with a curette. This should be done gently. 

During the menopause physiological irregularities may occur. These 
are epimenorrhcea, due to the irregular or too frequent discharge of ova 
from the ovaries; menorrhagia or flooding, due to atrophy or inflamma. 
tory reaction of the uterine walls, menostaxis or drawn-out menstrual 
periods. The last condition is due partly to the presence of dead and 
immature ova in the ovary, and partly to local abnormalities of the 
endometrium. In every case of irregular bleeding a local examination 
and, if possible, a microscopic examination, should be made. 


Technique and results of myomectomy. 


Myomectomy is one of the oldest operations in surgery, but for many 
years it was regarded as an operation rarely advisable. 


The removal of 
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the uterus frequently has a bad psychological effect on women, and it is 
wrong to remove an organ which can be conserved. The surgeon has 
now a freedom of choice, which he did not possess before, in dealing with 
fibroids. The author has performed myomectomy 403 times. The tumours 
were solitary in 166, and multiple in 237 cases. The greatest number 
removed from a single uterts was 125. Size and number of tumours are 
less important than the site. The operative mortality is 1.7 per cent—about 
the same as for hysterectomy. The author has followed 210 cases. In ten 
menorthagia persisted or recurred. In eight cases new fibroids developed 
and myomectomy was required for six of these. Five of these patients were 
30 years of age or younger when myomectomy was performed. Bonney con- 
siders that the nuclei of all fibroids are laid down by the time the patient 
is 30 or a little older. Except for the ten cases in which menorrhagia 
recurred, the general health of the remaining zoo has been very good. 
Out of the 210 cases there were 77 married women within the childbearing 
period. Of these 30, or 39 per cent, conceived after the operation; 36 live 
children were born to these women, and seven live children were born to 
women on whom myomectomy was performed during pregnancy. Full 
details of the operative technique are given. 


Treatment of ovarian deficiency with ovarian extract. 

Sixty-three cases of amenorrhcea due to ovarian deficiency have been 
treated with a standardized preparation of cestrin. In primary amenorrhcea 
the results were negative. In primary menstrual irrgularity menstruation 
was regularized in six out of 19 cases. In secondary amenorrhcea positive 
results were obtained in 20 out of 37 cases. In 12 of the successful cases 
the rhythm was normal and further treatment was not required. In two 


sterile patients pregnancy subsequently occurred. 
A. Walker. 


The British Medical Journal. 


January 3, 1931. 
‘the role of the general practitioner in antenatal work. W. H. F. Oxley. 
Obstetric education of the undergraduate. J. M. Munro Kerr. (Corres- 
pondence.) 
Natural labour following Cesarean section. C. J. Gordon Taylor. 
(Correspondence.) 
January! 17, 1931. 
Acute puerperal inversion. A. J. P. Alexander. (Memorandum.) 
Extra-uterine pregnancy of fourteen months’ duration. M. K. Pillai. 
(Memorandum.) 
Obstetric education of the undergraduate. J. Cook. (Correspondence.) 
Prophylaxis in midwifery. J. L. Moir. (Correspondence.) 
General practitioners and antenatal work. H. L. Cronk. (Correspondence.} 
Eclampsia with unusual symptoms. J. B. Mackay, (Correspondence.) 
January 24, 1931. 
*Further observations on ovarian transplantation. J. H. Hannan. 
General practitioners and antenatal work. W. H. F. Oxley. (Corres- 
pondence.) 
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January 31, 1931. 
Heematrometra and hamatosalpinx in one horn of a bicornute uterus. 
Management of the puerperium in tuberculous women. J. R. Gillespie. 
(Correspondence.) 
S. S. Rao. (Memorandum.) 


February 7, 1931. 
Epilepsy and pregnancy. J. A. Struthers. 
Labour and mitral stenosis with incompetence. A. P. Walker and A. C. 
Ewing. (Memorandum.) 
Pregnancy following irradiation. D. P. Murphy. (Correspondence.) 
February 21, 1931. 
Obstetric education of the undergraduate. Prof. E. Essen-Moéller. (Corres- 
pondence.) 
February 28, 1931. 
*Backache in women: its significance and treatment. C. L. Kark. 
The prevention of puerperal pyrexia. S. J. Cameron and H. Thomson. 
(Correspondence.) 
March 7, 1931. 
Puerperal coma: rapid recovery following inflation of breasts. J. G. 
Kininmonth. 
Melzena neonatorum. J. N. Banks. (Memorandum). 
Obstetric education of the undergraduate. Miles H. Phillips. (Corres- 
pondence.) 
Puerperal pyrexia. S, J. Cameron. (Correspondence.) 
March 14, 1931. 
Backache in women. T. S. Wilson. (Correspondence.) 
Routine anzesthesia in women, J. E. Williams. (Correspondence.) 


Further observations on ovarian transplantation. 

This is a short note in which the author states that as a result of 
numerous experiments on animals he considers that ovarian transplantation 
is useless, and that a consideration of the anatomy and physiology of a 
compound gland such as the ovary affords no prospect of successful trans- 
plantation in the future. 


Backache in women: its significance and treatment. 

Faulty posture is considered to be the main cause of backache, and this 
faulty posture frequently originates from the samme cause as the pelvic 
disease which may accompany it. Treatment must be instituted which 
will re-establish the normal lumbar contour, and with this object in view 
the author has devised a small air cushion which fits into the back and 


supports the vertebral column in its correct anatomical position. 


The Canadian Medical Association Journal. 
Vol. xxiv, No. 1, January, 1931. 
*Analgesia and anzesthesia in childbirth. Daine Louise McIlroy. 
*Diagnostic points in gyneecology. B,. P. Watson. 
*The toxeemias of pregnancy. J. R. Goodall. 
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Vol. xxiv, No. 2, February, 1931. 
*The anterior pituitary-like hormone of the human placenta. Collip, 
Thomson, McPhail, and Williamson. 
*Placenta praevia; Caesarean section; recovery. Mitchell. 
Vol. xxiv, No. 3, March, 1931. 
Pathology of the thyroid gland of the human fcetus and the new-born 
infant. Clifford Abbott and Ball. 
*Pulmonary complications in pregnancy. F. H. Pratten. 


Analgesia and anesthesia in childbirth. 

Numerous drugs are discussed in this paper, such as chloral hydrate, 
opium, scopolamine, morphine, adaline. The advantages and methods of 
employment of each are briefly discussed. The former are grouped under 
the heading of “analgesics ;”’? chloroform, ether, nitrous oxide, and ethylene 
are discussed under the heading of ‘‘ancesthetics.’? The two first-named 
(chloroform and ether) have their greatest use when major operations, 
such as Ceesarean section, have to be performed, but both have an 
important place in the conduct of normal labour. Nitrous oxide is very 
useful during delivery. It jis safe and relieves pain without interfering 
with the contractions of the uterus. Ethylene and oxygen in equal parts 
have been used. This mixture does not seem to have any special advantage 
over the others. 

The administration of local anesthetics into the skin of the abdominal 
wall and into the perineum is discussed. Outstanding claims are not made 
for it. Spinal anzesthesia may be employed in major obstetric operations 
or during the progress of labour. Its effects are very variable, and con- 
siderable skill in its administration is required. In conclusion it is 
mentioned that 60 per cent of obstetric cases are attended by midwives, 
and that, therefore, only a small number of patients can have the benefits 
of these remedies. 


Diagnostic points in gynecology. 

The writer stresses the great value of a clinical sense; this being an 
essential in the equipment for the investigation of clinical cases. But the 
modern laboratory has placed in the hands of the physician the means 
of obtaining exact scientific results on certain points of investigation. 
The laboratory should never be neglected. It is the proper combination of 
the clinical sense and the utilization of laboratory reports which is so 
important in coming to an exact conclusion. The writer deals with various 
symptoms such as pain, backache, haemorrhage, and vesical symptoms. 
Fain is of the greatest importance as a symptom. Its real existence, how- 
ever, should be ascertained and an estimate of its severity made; its exact 
site and its relation to various functional activities must be determined. 
In acute conditions pain is always a prominent symptom, The writer deals 
with numerous causes of pain, such as prolapsed viscera, relaxed ligaments, 
chronic inflammations, cystic ovary, and cervical erosion. 

Under acute conditions mention is made of the differential diagnosis 


between acute appendicitis and acute salpingitis. The symptoms and 


signs of tubal pregnancy are discussed, and the differential diagnosis 
between intra-uterine and extra-uterine pregnancy outlined. 


Hemorrhage 
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from a Graafian follicle and torsion of the pedicle of an ovarian cyst are 
considered. Interpretation of the symptom of pain in the back in women 
may be difficult, and it is often due to conditions other than gynaecological 
ones, 

Hemorrhage is always a serious symptom and calls for careful diagnosis. 
It may be the only symptom of which the patient is aware in early 
malignant disease. Lastly vesical symptoms are surveyed, with special 
reference to the mechanical disturbances that a gynecologist may be 
expected to encounter. 


The toxemias of pregnancy. 

Many conditions have been grouped under this heading. Only 
recently has an endeavour been made to arrange scientifically the com- 
ponent parts of this group. Every pregnant woman is toxic, and patho- 
legical states are prone to develop. The origin of the poisons of pregnancy 
is not known; our ignorance of the subject is profound. For convenience, 
toxzemias are considered under the headings of those occurring in the first 
half of pregnancy and those occurring in the second half. 


Toxemias of the first half of pregnancy. It is probable that there is a 
high neurotic element in all cases of early vomiting, although it is probable 
that there is also, in all these cases, a certain toxic element. The acidosis 
of starvation undoubtedly aggravates all symptoms. Kidney function 
hardly comes into the question in the toxeemias of early pregnancy. In 
treatment it is important that the stomach should not be empty for long 
intervals. The patient should be fed every two or three hours, and an 
agreeable diet should be given, even at night. This, apart from nutrition, 
promotes peristalsis, and elimination from the alimentary tract. Large 
quantities of food and mild cathartics are indicated. When acidosis super- 
venes ‘a vicious circle is set up. This is most effectively broken by the 
intravenous adminsitration of glucose in saline solution, The best dose is 
soo c.c., and the best glucose concentration 10 per cent in normal saline. 
A note of warning is sounded: do not use too large a quantity (over 
700 c.c. at one time). This treatment should be carried out repeatedly. 
One tpatient did not recover until 20 injections had been given. Sodium 
bicarbonate by mouth or, if not tolerated, by the rectum is indicated. 
Bromides may be added with advantage. When intravenous glucose-saline 
is not possible the Murphy drip method can be used, but its efficacy is 
denied. Insulin is mentioned, but its use calls for constant vigilance. 


Toxemias of the second half of pregnancy. Our present knowledge 
permits us to divide these cases into three groups :— 

1. Cases of chronic nephritis complicated by pregnancy and its added 
toxzemia. 

2. True or pre-eclamptic toxzemia is sub-divided into four types :— 
(a) nephritic, (b) hepatic, (c) haemorrhagic, (d) cerebral. 

3. Toxeemia of kidneys of low reserve. 

1. Chronic nephritis complicated by pregnancy. 

The first group comprises more than half of the so-called toxaemias of 
the second half of pregnancy. The writer prefers the term ‘chronically 
impaired kidneys,’ for many of these show no signs of nephritis before 
pregnancy, but frequently there is a history of scarlet fever, other acute 
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fever, or early arterio-sclerosis. In most there are no signs of kidney 
lesions until pregnancy occurs. Mosenthal’s test to determine the con- 
centration power of the kidneys gives the earliest reliable information 
upon kidney impairment. It would not be thought that the added load 
oi a six-pound child would throw such a burden on the kidneys, but the 
metabolism of the rapidly growing foetus is 25 times more rapid than in 
the adult. A typical case is outlined. The first sign is a slowly and 
steadily rising blood-pressure. High pressures of 150 diastolic and 250 
systolic are frequently seen. Hzemolysis is the second and most constant 
sign; it leads to grave aneemia. Later, headache, gastro-intestinal disturb- 
ances and cedema appear. The urinary findings are extremely variable. 
These variations depend on the type of kidney lesion, whether parenchy- 
matous or interstitial. Impaired vision develops, due to albuminuric 
retinitis, The results are, to some extent, permanent. Later changes 
occur in the placenta. White infarcts occur. These lead, when advanced, 
to malnutrition of the foetus, and often to the death of the foetus. Foetal 
movements may be noted to grow weaker and cease. This is one of the 
most common causes of the death of the foetus in utero. The prognosis 
is bad. It may be possible to prevent miscarriage and premature labour in 
some of these cases, but often with the result that the baby is born dead 
at term, while the mother’s life may be shortened by many years. 
Frequently both the mother and the child are lost. Several patients are 
known to be alive and fairly well 15 and 18 years after repeated attempts 
to save the pregnancy, but most have succumbed at shorter intervals. 
On the whole the outlook for the baby is very bad; while most of the 
mothers show signs of high blood-pressure and vasculo-renal disease, 
though signs of kidney lesion were not demonstrated before pregnancy. 

The treatment is the same as for every case ef nephritis, but the 
pregnancy should be terminated as soon as the child is viable, provided 
the kidney insufficiency is not too pronounced. When there is definite 
kidney insufficiency future pregnancies are out of the question and the 
best treatment is Caesarean section with sterilization. If the case is more 
desperate premature labour may be induced and sterilization performed 
at a later date. 


2. Pre-eclamptic toxemia. 

The writer asserts that these cases respond rapidly to treatment, and 
that the development of eclampsia usually means culpable negligence on 
the part of the physician or the patient. 

The renal type. In the renal type the signs are those of acute nephritis, 
with an albumin elimination of 10 to 12 grammes to the litre. The rise of 
blood-pressure and oedema may be pronounced. Heematuria may occur. 
Epigastric pain, supra-orbital neuralgia, muscular twitching, and blindness 
are ‘symptoms. The blindness is due to cedema of the optic nerve and 
tends to pass off as soon as the toxzemia is over, often disappearing in 
24 hours without impairment of vision. Treatment is directed towards 
the diluting of the toxins and elimination. The prognosis is good if treat- 
ment is applied early and vigorously. 

The hepatic type is more dangerous than the renal, In this there are 
jaundice, intestinal disturbances, often without cedema and signs of renal 
deficiency. The jaundice may be pronounced and out of all proportion 
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to the toxic condition, and is probably a secondary catarrhal type. The 
onset of pre-eclamptic jaundice is a serious symptom. One is never sure 
how much damage has actually been done to the liver, When eclampsia 
develops in the hepatic type there are few recoveries. 

The hemorrhagic type. There is a strong tendency for haemorrhages 
to occur, which may be either retro-placental or purpuric. The tendency 
to hemorrhage is probably greater in prolonged toxicity rather than in 
the acute toxeemias of short duration. A rise in the blood-pressure is the 
most constant sign of pre-eclamptic toxeemia. The normal blood-pressure 
in pregnant women is 65/90 to 70/100, The normal might be stated to 
be go/1o0, and a case with a blood-pressure of 100/140 should be pro- 
nounced definitely toxic. 

The cerebral type is the most insidious and the most fatal of eclamptic 
toxeemias. Cases have been under observation and pronounced normal 
within two hours of the onset of convulsions. These have been of the 
severest type, becoming continuous, death rapidly supervening. The 
outlook in these cases is very bad. 

There are three duties for the physician in the treatment of pre-eclamptic 
conditions. First, to reduce exercise and diet; second, to dilute the 
toxins; third, to promote elimination. When symptoms are noted early 
the treatment is usually satisfactory; the symptoms disappear and the 
blood-pressure falls. The risk to the foetus is small, death occurring 
usually after repeated convulsions but never in the pre-eclamptic state. 

The treatment of eclampsia is one of contrasts. Stroganoff and 
Stranders advocate conservative treatment; others advocate the prompt 
emptying of the uterus. No one method will save all cases. The cerebral 
types all die in spite of any treatment. All authorities are agreed on 
the yalue of bleeding. The withdrawal of 300 or 4oo c.c. of blood has 
almost invariably given good results, especially when convulsions are 
present. The injection of normal glucose-saline is also indicated. Gastric 
lavage with the instillation into the stomach of a 50 per cent solution 
containing magnesium sulphate as also cxcellent = Accouchement forcé 
is opposed. Czesarean section is a much better procedure. Vaginal 
hysterectomy has its advocates. It must be remembered that after opera- 
tion, treatment of the toxcemia must still be carried out. 


The anterior pituitary-like hormone of the human placenta. 

A series of experiments has been carried out on animals with an extract 
of the human placenta, which is almost identical with the hormone of the 
anterior lobe of the pituitary gland. Numerous tables embodying the 
results of the experiments undertaken are given. There are drawings 
showing the effects on the ovary, the vesiculee seminales, and the prostrate 
glands of rats. he methods of preparation of this alcohol insoluble 
principle from the placenta are described. As the tables show, the 
results of the experiments are fairly consistent. This placental extract, 
in its effects, is in sharp contrast to emmenin in its effects on the male 
glands. 


I‘lacenta previa; Cesarean section; recovery. 
The patient was a multipara, aged 35. When seven and a half months 
pregnant she came to hospital complaining of pain in the lumbar region 
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and hips, and of frontal headache. ‘The systolic blood-pressure was 135; 
the urine did not contain albumin. She had three slight vaginal heemor- 
rhages during two days. The presentation was a right occipito-anterior, 
with the head above the brim. On vaginal examination the cervix 
adinitted three fingers. It had a thick, hard, anterior lip, but a thin, soft 
posterior lip. The edge of the placenta could be felt just above the os, 
posteriorly and to the right. Bleeding did not follow the examination, The 
patient was kept in hospital, where immediate treatment could be carried 
out. Three weeks later the membranes ruptured; the head was above 
the brim, the presentation a left occipito-anterior. The pains occurred 
every two minutes, but a few hours later they ceased. The head was 
floating above the brim. Jow Czesarean section was done under gas 
anesthesia. The placenta was on the right side of the lower uterine 
segment. Albuminuria was marked on the day after the operation. 
Both mother and child did well. 


Pulmonary complications in pregnancy. 

The pulmonary complications of pregnancy are of considerable import- 
ance. Pregnancy exercises a deleterious influence on tuberculosis. It is 
stated that 33 per cent of pregnant tuberculous women die in less than 
one year following labour. Latent tuberculosis is frequently stimulated 
into activity by pregnancy. The consensus of opinion appears to be that 
artificial termination of the pregnancy must be performed prior to the fifth 
month if it is to be of any value in alleviating pulmonary tuberculosis. 

The other pulmonary complications cited are :— 

Asthma, Pregnancy has a marked tendency to increase the severity 
and frequency of the attacks. 

Pulmonary embolism is a rare condition complicating pregnancy, but a 
condition which frequently complicates labour and, especially, the puer- 
perium. 

Emphysema is usually aggravated by pregnancy, and the symptoms 
may become so distressing that interruption of the pregnancy is indicated. 

Dyspneea occasionally occurs as the result of the enlarged uterus 
interfering with the descent of the diaphragm. 

Pneumonia. Pneumonia during pregnancy is a serious complication. 
The pregnant uterus interferes considerably with the action of the lungs, 
leading to insufficient oxygenation of the blood, which has a tendency 
to precipitate labour. The maternal mortality in pneumonia during preg- 
nancy is very high. 


J. Iwle Cameron. 


The Medical Journal of Australia. 
January 17, 1931. 
*The pathology of metropathia haemorrhagica: A study of 112 cases of 
irregular uterine heemorrhage. J. V. Duhig. 
January 24, 1931. 
*Diaonosis of pregnancy, J. Kynaston Couch, 
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January 31, 1931. 
*Some notes on the value of X-rays in pregnancy. H. R. Sear. 


The pathology of metropathia hemorrhagica: A study of 112 cases of irregular uterine 
hemorrhage. 
One hundred and twelve samples of uterine curettings were examined, 
with ‘special reference to :— 


1. Co-relation of the endometrial histological appearance with the 
clinical history of the menstrual cycle. 

2. Evidence of inflammation. 

3. Evidence of pregnancy. 

4. Abnormalities. 

In sections made from uteri believed to be normal in the immediate 
post-menstrual period the mucosa was found to be intact. From this the 
author does not believe that the mucosa desquamates in normal menstrua- 
tion. On the other hand many authorities hold the opposite view, and 
until this point is decided the pathology of menorrhagia and menostaxis 
will remain obscure. It is worth noting that the endometrium becomes 
decidual in the pre-menstrual state, and Beckwith Whitehouse aptly states 
that menstruation is an infertile abortion. The decidual appearance of the 
pre-menstrual endometrium exactly resembles that of pregnancy. It is 
significant that similar changes occur in endometrium which is the site 
of certain types of metropathia. The close histological relation between 
these three conditions suggests a common endocrine origin. 

The term metropathia haemorrhagica may be held to include irregular 
uterine hzemorrhage not due to neoplasm or retained conceptional products, 
and may be classed as :— 


1. With glandular change : 
A. Hyperplasia. 
(a) Early cystic. 
(b) Late cystic. 
(c) Pseudo-cystic. 
(d) Adenomatous. 
B. Atrophy. 


2. Without glandular change. 
C. Hyperzemia and cedema of the stroma. 


The author found that the majority of the cases falls into Group A, and 
he holds that cystic hyperplasia is by far the most frequent cause of 
irregular uterine haemorrhage. Treatment will depend on the pathological 
diagnosis. The hyperplastic group does well with radium and efforts to 
promote endocrine efficiency, while the pseudo-cystic type is probably 
due to defective function of the corpus luteum. In patients in Groups B 
and C anatomical defects are frequently found. Treatment should 
be directed to the correction of these defects and the remedy of endocrine 
disorders, The paper is illustrated with microphotographs. 


Diagnosis of pregnancy. 
Brief mention is made of the usual signs of pregnancy, but the author, 
in this paper, lays particular stress on those signs which he has found 
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of outstanding value. Great emphasis is laid on the importance of 
Jacquemin’s sign. This is the term applied to the blue staining of the 
vulva and of the cervix, most marked around the external os. 
It is probably one of the earliest signs of pregnancy and can be 
1ecognized after the first month, becoming more marked as pregnancy 
advances. It is best looked for in daylight. This sign rapidly 
disappears after abortion or if the foetus dies and may be of great 
value in deciding the diagnosis between pregnancy and a carneous 
mole. The author, in passing, mentions a case of his in which a carneous 
mole remained in utero for two years. This brings to mind the celebrated 
case of Dr. Playfair. The author believes that there must be a number of 
cases of early ectopic pregnancies which remain undiscovered and get 
perfectly well. A most valuable point in the diagnosis of an early tubal 
mole is the menstrual period which stops at the proper time and then 
continues, but not profusely, for a few weeks. Symptoms of pain may 
be absent, and examination reveals nothing. Ectopic gestation sacs are 
not uncommonly ruptured during bimanual examinations, and the author 
mentions four cases which occurred in his practice and required immediate 
operation. 


Some notes on the value of X-rays in pregnancy. 

With the advent of the Potter-Bucky diaphragm it is now possible to 
calculate the measurements of the pelvic inlet, and various deformities of 
the pelvis can be demonstrated. As regards the foetus, it is not generally 
known that the Réntgen visualization of the foetus is possible from the 
eighth on ninth week onwards. It is suggested that this might be of 
considerable service in diagnosing ectopic gestation from other pelvic 
masses. Before the advent of the Potter-Bucky diaphragm it was not 
possible to view the foetus until about the fourth month of intra-uterine 
life. Abnormalities of the foetus, e.g. anencephaly, can now be demon- 
strated and X-rays may be of aid in a case of suspected foetal death. Over- 
lapping of the cranial bones occurs soon after death and can be readily 
seen on the films. 

D. H. Macleod. 


Journal of the American Medical Association. 


Vol. 96, No. 3, January 17, 1931. 
*Vaginal trichomoniasis in the pregnant woman. P. B. Bland, L. Gold- 
stein, and D, W. Wenrich. 
Vol. 96, No. 4, January, 24, 1931. 
*Pyelonephritis in pregnancy. D. K. Rose and P. A. Rollins. 
Role of the positive Wassermann reaction in gynecological surgery. 
L. C. Scheffey. 
Vol. 96, No. 5, January 31, 1931. 
*“Thymophysin Temesvary. E. E. Nelson. 
Vol. 96, No. 7, February 14, 1931. 
*Incomplete dilatation of the lungs as a factor in neonatal mortality. 
Y. Henderson. 
House committee reports on federal aid for maternal hygiene. (Current 
comment). 
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Vol. 96, No. 10, March 7, 1931. 
The American Board of Obstetrics and Gynzecology : Its organisation and 
objectives. W. T. Dannreuther. 
Vol. 96, No. 12, March 21, 1931. 
Menstruation and ovulation. Editorial, 


Vol. 96, No. 13, March 28, 1931. 
*The indispensable uses of narcotics in Obstetrics and Gynecology. J. B. 
DeLee. 


Vaginal trichomoniasis in the pregnant woman. 

In this communication the literature relating to the trichomona has 
been reviewed to the present time, with regard to its occurrence both in 
the pregant and non-pregnant state. The methods of examination and 
the morphology of the organism have been set out in detail. The vaginal 
secretion of 500 consecutive gravid patients has been studied, and in 118, 
or 23.6 per cent, the parasite was found. The racial distribution of the 
trichomona was 13.2 per cent in white races and 33.7 per cent in negroes. 
Only 12.6 per cent of the patients so infected complained of local vaginal 
symptoms, although almost all had some abnormal discharge. The authors 
believe that the parasite is definitely pathogenic and that it produces a 
characteristic purulent vaginal discharge, and occasionally a_ typical 
punctate hyperzemic vaginitis. They show that there is a considerably 
increased liability to puerperal morbidity in affected patients and are of the 
opinion that treatment of the condition should be carried out in the pre- 
natal period. They indicate a line of treatment in the pregnant and non- 
pregnant states. 


Pyelonephritis in pregnancy. 

The authors discuss the physiology of micturition, and describe the 
cystometer as an instrument for measuring the resistance of the bladder 
wall under conditions of constant filling and for differentiating the myo- 
genic and the neurogenic factors. The cystometrogram is a line showing 
the bladder capacity, the associated intracystic pressure and the sensations, 
“temperature,” “slight pressure,’ ‘‘first desire to void,’’ ‘‘fullness,”’ 
“pain,” and the ‘severe pain’? of overdistension. They discuss the 
prevention and treatment of pyelonephritis in pregnancy, and place on 
record their conclusions, -having completed cystometric investigations. 
These investigations demonstrate the degree of stasis in the urinary tract, 
anc the authors believe that before preventive measures can be under- 
taken to avoid the onset of pyelonepliritis, it is essential to estimate the 
type and degree of stasis. 

They discuss the factors which influence the condition in infancy, adult 
age, during pregnancy and after pregnancy. During pregnancy, fibroids, 
pelvic adhesions, cystocceeles, and changes in the vesical and ureteric walls 
may cause retention of urine; after pregnancy a special type of spasticity 
of the bladder wall sometimes occurs. 

Two types of neurogenic post-partum urinary retention can be differenti- 
ated by the cystometer. One is due to the pressure of the child’s head 
during the second stage of labour, and the other, which is reflex in nature, 


results from trauma and dilatation of the vaginal outlet. In order to 
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ptevent the complication they advise that forceps should be applied after 
the elapse of two to three hours in the second stage of labour, provided 
that the greatest diameter of the head is engaged. Episiotomy occasion- 
ally causes retention of a reflex type, but this is comparatively rare. The 
application of the forceps and the administration of morphine and 
scopolamine do not appear to exert a direct influence on urinary retention. 


Thymophysin Temesvary. 

Nelson concisely reviews the pharmacological and clinical literature of 
thymophysin, which is a mixture of the extracts of the secretions of thymus 
gland and of the posterior lobe of the pituitary gland. Most of the 
literature on the subject refers to clinical experiences with the prepara- 
tion, and the author proceeded to an assay of both the oxytoxic activity 
and the pressor activity of the substance. He also compared the 
oxsytocic activity of pituitary extract with that of thymophysin. 
He concludes that, experimentally, no difference could be found in the 
pressor or oxytocic activity of pituitrin alone as compared with thymo- 
physin. The strength of the thymophysin in the ampoules, which were 
bought in the open market, examined by pressor and oxytocic methods, 
was found to be from 25 per cent to 33 per cent of that claimed on the 
labels. When equivalent doses of pituitary extract and thymophysin 
were compared on the excised uteri or on the blood pressure no differences 
in action could be demonstrated. 


Incomplete dilatation of the lungs as a factor in neonatal hygiene. 

The author decries the use of mechanical or automatic devices for 
artificial respiration in the new-born infant, but maintains that the 
Drinker respirator has a definite place in the treatment of those cases 
which require long-continued artificial respiration. He deals mainly with 
those cases in which difficulty is experienced immediately after birth, 
but maintains that the administration of a mixture of oxygen and carbon 
dioxide to all new-born babies prevents partial atelectasis, and thus 
diminishes the incidence of pneumonia. He advises the use of a simple 
wask to which a compressible breathing bag is attached, and he goes so 
far as to suggest that this treatment is sufficiently important to demand 
legislation similar to that for the prophylaxis of blindness in America 


The indispensable uses of narcotics in Obstetrics and Gynecology. 

This is one of a series of articles prepared under a plan of co-operation 
between the American Medical Association, the Committee on Drug 
addiction drugs to a minimum, by replacement, when possible, with other 
Public Health Service. The object is to reduce the legitimate use of 
addiction drugs to a minimum, by replacement, when possible, with other 
remedies that will accomplish the desired result. 

DeLee mentions the different indications for the appropriate drugs 
in use, both in the practice of gynecology and in that of obstetrics. The 
article is short, thouzh impossible to abstract, and for the most part, 
follows the line of cucrent teaching in England. 


Charles D, Read. 
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American Journal of Diseases of Children. 


Vol. 41, No. 1, Jaunary, 1931. 
*An inexpensive incubator for premature infants. A. H. Parmelee. 
Cell and plasma chloride in the pyloric stenosis of infants. Montague 
Maizels and Catherine B. McArthur. 
Mediastinal teratoma in an infant. Herbert B. Wilcox and Martha Woll- 
stein. 
*Empyema of the newborn Jerome Glaser and Jacob Epstein. 


Vol. 41, No. 2, February, 1931. 
*Is familial jaundice of newborn infants erythroblastosis? Report of two 
cases. William I. Buhrman and Heyworth N. Sanford. 
Congenital intestinal atresia. C. H. Webb and Owen H. Wangensteen. 
Mongolism in one of twins. J. I. Waring. 


Vol. 41, No. 3, March, 1931. 
The polymorphonuclear count in the newborn : IIT. Deflection by viosterol. 
Heyworth N. Sanford. 


An inexpensive incubator for premature infants. 

The incubator devised by Professor Nobel of Vienna, and used in the 
Children’s Hospital, University of Vienna, is figured and described. Heat 
is furnished by a 4o-watt carbon film incandescent lamp. An arch is cut 
at one end permitting the infant’s head to lie outside the box. The infant 
breathes the atmosphere of the room, and can be fed without being taken 
out of its warm enclosure. 


Empyema of the newborn. 

The diagnosis of empyema during the first three weeks is rarely mad 
except at necropsy. The literature of the subject has been reviewed in 
three important papers: by Steele in 1898, by Gayet in 1908, and by 
Rummel in 1920. The authors of the present paper shortly review th: 
literature and give details of four cases diagnosed during life. Drainag: 
by intercostal incision is preferred to multiple aspirations. 


Is familial jaundice of newborn infants erythroblastosis? Report of two cases. 

Finality regarding the classification and pathology of jaundiced states 
in the newborn infant has not yet been reached. This paper describe- 
excessive erythropoeisis as a pathological feature in two cases of familia! 
icterus gravis neonatorum. The authors believe that the jaundice in 
their cases was a result of rapid haemolysis, and they bring forward histo 
logical evidence from their autopsies to show that an intense erythropoic 
sis was an essential feature. 

Nucleated erythrocytes are found commonly enough in the blood o 
newborn infants in the first week of life, so that counts of 100 (? red) cell 
will usually show five to 10 erythroblasts. In the two cases presented 
there were 213,000 and 140,000 nucleated red cells per c.mm. Both of the 
cases had a familial history of jaundice and presented the clinical pictur 
of progressive icterus from birth, enlargement of the liver and the spleen 
bile pigments in the urine, an indirect van den Bergh reaction and intens: 
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Histological study of the liver and other organs demonstrated 


the presence of the blood-forming islets and hyperplasia of the bone 
marrow. 


anemia. 


R. C. Lightwood. 


Gynécologie et Obstétrique. 
Vol. xxii, No. 6, December, 1930. 

*Contribution to the comparative microscopic study of placentz called 
albuminuric and syphilitic and of normal placentae. M. Rivicre. 
Clinical experiences of obstetric anesthesia by a barbituric acid deriva- 

tive associated with synthetic pantopon. O. Kapel. 
Some remarks on the pathogenesis of recto-vaginal fistule. J. Adeodato. 

Vol. xxiii, No. 1, January, 1931. 

On the syndrome of peritoneal flooding by uterine perforation following 
on the development of chorion-epithelioma, J. Creyssel and C. E. Boyer. 
Radiology and diagnosis of foetal abnormalities before term; anencephaly. 
Viallet, Ch. Gaudin, Mlle. Clausse. 
*Consideration of the 


blood-caleium in 
Orustein. 


obstetrics. FE. Aburel and I. 

On the diagnosis of azoteemia in the course of pregnancy. J. Hofstein. 

The anterior pituitary hormones and genital pathology. P. E. Morhardt. 
Vol. xxiii, No. 2, Feburary, 1931. 

*Contribution to the study of the function of the liver in the human foetus 
during the course of its intra-uterine development. R. Noel and H. 
Pigeaud. 

High referred pain with right phrenic neuralgia in the peritoneal 

floodings which occur during tubal pregnancy. R. Labry and Z. Rougier. 

The foundations of a mechanical theory of eclampsia. R. H. Paramore. 

*Some notes on gonococcal vaginitis. N. A. Ivanov. 

The role of the Wolffian body in the formation of the uterus and vagina. 
N. A. Ivanov. 


Vol. xxiii, No. 3, March, 1931. 
Urinary complications after Wertheim’s operation. Douay and Antono- 
poulos. 


*The paths of extension of inflammatory processes in the female genital 

organs. N, A. Ivanov. 

Ascending gonococeal infection in the female by the para-genital route. 
N. A. Ivanov. 

Subcutaneous injections of oxygen for pruritus vulvee. A. Melchior. 

A case of sarcoma of the uterus. H. Hartmann and Botelho, 

Resection of the pelvic sympathetic nerves. G. Cotte. 


Contribution to the comparative microscopic study of placente called albuminuric 
and syphilitic and of normal placentae. 
In this study, the record of which i 


4 
H 


s illustrated with microphotographs, 
the author analyses his findings in the placenta of 16 patients suffering 


from toxeemia of pregnancy, of three suffering from old-standing chronic 
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nephritis, of 12 suffering from syphilis and of nine clinically normal 
women. He concludes that there are no microscopical appearances which 
are typical of the abnormal conditions and that all the variations found 
therein may also be found in normal placente. 


Consideration of the blood-calcium in obstetrics. 

The authors review the work of others and report their findings. They 
stress that the important figure is that of the serum-calcium and _ particu- 
larly its ultra-filtrable fraction. They conclude that a low serum calcium 
during pregnancy indicates that the patient has spasmophilic tendencies, 
and is liable to tetany, asthma, hypertension, eclampsia, hyperemesis and 
abortion. They consider the oral administration of calcium a poor method 
of attempting to raise the blood-calcium and recommend the exhibition of 
irradiated ergosterol, ultra-violet light or cod-liver oil. 


Contribution to the study of the function of the liver in the human fetus during 
the course of its intra-uterine development. 
The authors have studied the livers from seven fcetiis by a cytological 
method and conclude that this organ first shows signs of activity at the 
fifth month of intra-uterine life. 


Some notes on gonococcal vaginitis. 

The author has studied this subject by biopsy in affected women and 
in post-mortem specimens. He finds that :— 

1, Acute gonococceal vaginitis is frequently seen in adult women. 

2. In acute gonococcal vaginitis, infiltration, hyperaemia and_ other 
inflammatory phenomena are well marked, not only in the superficiai 
layer of the connective tissue but sometimes in the muscular layer of the 
vaginal wall and sometimes even throughout its whole thickness. 

3. The clinical phenomena of acute vaginitis can disappear in a verv 
short time while acute vaginitis does not disappear, although the vaginal 
mucosa has recovered its normal appearance. 

4. In acute vaginitis the phagocytosis of the polyblastic cells of the 
subepithelial connective tissue in response to the gonococci is noticeable. 

5. Acute gonococcal vaginitis is a primary lesion, the result of infection 
of the vaginal mucosa produced by coitus. All the phenomena of acute 
gonococcal vaginitis are self-produced and do not depend on cervical 
discharges. 

6. Chronic vaginitis is a very frequent finding and is permanent 

7. In gonococeal vaginitis certain macroscopic phenomena can some- 
times be seen; but more frequently its course is latent. 


The paths of extension of inflammatory processes in the female genital organs. 

The author considers that the vagina is the organ most commonly 
infected in the non-puerperal state. Infection does not spread along the 
vaginal epithelium and that of the cervix and body of the uterus but deeply 
into the subepithelial connective tissue of the vagina and thence by the 
para-genital plexus to the Fallopian tubes. The infection does not, as a 
rule, penetrate the ovaries, but reacts on them by means of its toxins 
producing sclerosis and atrophy of the epithelial elements. 


A. A, Gemmell, 
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La Gynécologie. 
January, 1931. 
Radiological demonstration after lipiodol injection of tubal obstruction 
and chronic salpingitis. P. Petit-Dutallis. 
February, 1931. 
Painful affections of the mammary gland during lactation. H. Vignes 
The indications for Caesarean section. 
The sequelee of the low Casarean section. Prof. M. Bronha and Prof. 
Brindeau. 
Carcinoma of the cervical stwnp following subtotal hysterectomy. 
R. Monod. 
Autogenous puerperal infection. Hamm. 
March, 1931. 
*Cysts of the corpus luteum and amenorrhcea. G. Cotte. 
*Results of the treatment of carcinoma of the cervix, principally by radium, 
during the last seven years. E. Pouey. 
Modification of Le Fort’s operation. IT’. Petit-Dutallis. 


Cysts of the corpus luteum and amenorrhea. 

The author has observed the apparent suppression of menstruation in 
association with a cyst of the corpus luteum on five occasions, In three 
of the cases the diagnosis of an ectopic pregnancy had been made, there 
being amenorrhcea associated with a mass in relation to the appendages 
of one or other side. This error in diagnosis has, as he points out, been 
made many times before, and was first recorded by Rokistansky some 
years ago. The differential diagnosis is not discussed. In those three 
cases in which the abdomen was opened the cyst was enucleated, and this 
is stated to be the correct treatment. 

Since the researches of Papanicolao the corpus luteum has been known 
to secrete a hormone which prevents the maturation of the follicles. In 
certain exceptional instances the corpus luteum persists. This almost 
always results in the formation of a lutein cyst, the epithelial lining of 
which retains its physiological properties, thus provoking a true condition 
of pseudo-cyesis. Changes in the breasts, with the secretion of colostrum, 
are nearly always present at the same time. Excision of the cyst results 
in the onset of menstruation within 24 or 48 hours. Furthermore, spon- 
taneous regression of the cellular elements of these cysts can occur with 
the same results. It is, however, much more difficult to explain the cause 
for the persistence of the corpus luteum. Many German writers believe 
that the enlargement of the gland is due to an unnoticed pregnancy and 
abortion. This view is contradicted by Wagnei. Meyer states that the 
persistence of the corpus luteum is dependant on the anterior lobe of the 
pituitary gland. Whatever may be the explanation, one fact is certain, 
namely, that cyst formation of the corpus luteum is not always accom- 
panied by suppression of menstruation. 


Results of the treatment of carcinoma of the cervix, principally by radium, during 
the last seven years. 
The author first states that the three-year period is far too short for 
the pronouncement of a cure, He has seen cases of local recurrence after 
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seven years, glandular metastases alter nine years, and bony metastases 
after fifteen years. In the past seven years 217 cases were treated, of which 
86 are living, 78 are dead, and 53 lost. Of the 86 cases alive three survived 
for seven years, nine survived for six years, six survived for five years, 
14 survived for four years, and nine survived for three years. It has 
been noticed that thickening of the parametrial tissues has infrequently 
disappeared in those cases which survived for some years. 

The cervix is exposed to radium in two or three tubes. One tube is 
placed in the cervical canal, and one or two tubes in the vaginal fornices. 
A total amount of 50 milligrams of radium is thus left in situ for a 
week, but the treatment is terminated sooner in cases of intolerance. The 
position of the tubes is adjusted every two days. Injury to the growth 
is reduced to a minimum, The presence of a pyosalpinx contra-indicates 
radium treatment. Injury to the bladder and rectum has been observed 
more than once. 

Bctore treatment an attempt is made to clear up the infected surface 
of a neoplasm by ionization with zinc chloride paste combined with 
frequent vaginal douches. Vegetating masses are removed with the curette 
or the diathermy knife, in the belief that the action of the radium is 
wasted on these portions of the tumour. No brief is held for the combina- 
tion of surgery and radio-therapy in the treatment of this condition. 


A. J. Wrigley. 


Bulletin de la Société d’Obstétrique et de Gynécologie. 
No. 1, January, 1931. 

SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 

*Some observations on regional anesthesia in the rapid evacuation of 
the uterus by the lower route. de Peretti. 

A case of utero-placental apoplexy with fissures of the peritoneum. 
Desnoyers and Lejeune. 

Fatal apyrexial puerperal septicemia in a patient suffering from 
azoteemia. Ie Lorier. 

*Considerations on the pathology and treatment of vomiting of pregnancy. 
IX. Aburel. 

*Prolonged local anesthesia in obstetrics. E. Aburel. 

Resuscitation of the prolapsed umbilical cord by means of continuous 
irrigation. M. Metzger, Couinaud and Poileux. 

Pregnancies which followed repeated hystero-salpingographies. | Fran- 
cillon-Lobre and J. Dalsace. 

The therapeutic action of hystero-salpingography. R. Solal 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 

A large macerated extra-uterine foetus extracted after term by faparo- 
tomy. Gaucherand. 

Iixtra-uterine pregnancy of seven months which had simulated a posterior 
sacculation of the lower uterine segment. Voron and Bansillon. 

Vaginal diathermy in the course of pregnancy. Bouget. 

Batal meningeal hicmorrhage in a seven months’, premature, congenital 
syphilitic child: spontaneous Jabour. Voron and Brochier. 
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Diffuse peritonitis following aticmpts at abortion: cure by simple 
abdominal drainage. ‘Trillat, Belly and Grangette. 

*Three cases of appendicitis observed in the course of pregnancy or the 
puerperium. Trillat and Rochet. 

Severe post-partum haemorrhage 12 days after a careful uterine explora- 
tion for hemorrhage at delivery. Voron and Pigeaud. 


REUNION OBSTETRICALE ET) GYNECOLOGIQUE DE 
MONTPELLIER. 

Central placenta praevia treated by Delmas’ method. Robiolis. 

Uterine fibromatosis developed in a uterus bicornis unicollis. Riche, 
Guibal and Warnery. 

A case of post-conceptional syphilis. J. Coll de Carrera and Henriet. 

Suppurating ovarian cyst; difficulties of diagnosis. Riche, J. Coll de 
Carréra and Fayot. 

The colon bacillus and peri-uterine lesions. Godlewski. 

Primary cancer of the female urethra. Riche and Guibal. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY 
A gangrenous fibroma extruded from the vagina. Hamant and Bodart. 
Artificial dilatation of the cervix under spinal anzsthesia. J. Hartemann. 
Contra-indication to spinal anzesthesia in the extraction of the breech. 
Vermelin and Hartenann. 
On a case of fatal utero-placental haemorrhage. J. Hartemann. 
Complete congenital closure of the female genital organs. Boheme. 
An osteomalacic form of rickets; repeated Ceesarean sections. Bohéme. 
On consanguinity. Fruhinsholz and Vatin, 
Cutaneous streptococcal infection following a cracked nipple; death of 
the mother and child.“ A. Fruhinsholz. 
*A polypoid form of cedema of the anterior lip of the cervix. Vermelin. 
Cervical necrosis and cicatrical atresia following the use of Filhos’s 
cautery ; Caesarean hysterectomy. Vermelin and Hamant. 


SOCIETE D'OBSTETRIQUE ET DE GYNECOLOGIE DE STRASBURG. 

The ‘‘Siccogine’? (an absorptive vaginal tampon for self introduction). 
H. Ackermann. 

The importance of the biological reaction of pregnancy (Acheim-Zondek 
reaction) for the diagnosis and prognosis of hydat'diform mole and for 
malignant chorion-epithelioma. M. Reeb. 

The early diagnosis of a chorion-epithelioma by the Ascheim-Zondek 
reaction. A. Ganglinger. 

Eye lesions during pregnancy. M. S. Wenger. 

The rectal gynocalor. H. Ackermann. 

*The reaction of Manoiloff for the diagnosis of pregnancy. H. Nerson. 

On the diagnosis of azoteemia during pregnancy. J. Hofstein. 

On four cases of uterine rupture. E. Bohler, 

Pseudo-didelphic uterus with heematosalpinx ; cervical heematometra ; 
unilateral hasmatocolpos from an imperforate vagina, R. Fournier. 
‘Trans-diaphragmatic massage of the heart in serious shock after spinal 

anesthesia. Reeb. 
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No. 2, February, 1931. 

SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 

Malignant tumour of the ovary; rapid growth after radio-therapy. 
G. Voyadzopoulos. 

The ovarian graft for the cure of sterility in females and for their 
rejuvenation. A. C. Magian. 

*Adenomatous polypus of the cervix undergoing malignant change. 
Bonnet and Bulliard. 

Pregnancy beginning a few days alter tubal insufflation in a case of 
secondary sterility of five years’ standing. I,. Bonnet. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 

A case of fatal obstetric shock. Trillat, Eparvier and Lyonnet. 

A case of amniotic hydrorrhcea. Rhenter and Rougier. 

lulmonary embolus on the thirteenth day of the puerperium.  Trillat 
and Lyonnet. 


An observation of puerperal infection of a haemorrhagic type. Voron aud 


Pigeaud., 


Enormous mammary hypertrophy of pregnancy. Voron and Bansillon. 


Some observations on regional anesthesia in the rapid evacuation of the uterus 
by the lower route. 
The author records the results of this method in 18 patients who were 
between two and eight and a half months pregnant. 


The indication, in 
all the cases, was the serious condition of the mother. 


There were nine 
cases of tuberculosis, five cases of heart disease with serious decompensa- 
tion, two cases of eclampsia, one case of severe hepatic insufficiency, 
and one case of urinary infection with bacillus coli. The method used was 
either that of epidural anzestiesia, or that of blockage of the hypogastric 
ganglion, Hither method greatly facilitated the eperative manceuvres ; 
and the epidural method, in particular, produced such strong uterine 
contractions that post-partum hemorrhage was very much diminished. 


Considerations on the pathology and treatment of vomiting of pregnancy. 

The author considers that vomiting of pregnancy is due to an increased 
irritability of the nerve centre of the uterus in a woman of general nervous 
susceptibility. This centre corresponds to the segments D.12, 1.1, and 
1,.2. The cutaneous area corresponding to these segments is the hypo- 
gastrium. Women with vomiting show hyperzesthesia and hyperalgesia 
of the hypogastrium with a diminution of its local temperature. By 
anesthetizing the lumbar plexus he has relieved this hypogastric 
tenderness and enabled paticnts, within fifteen minutes, to take a full 
meal, In the two cases he records, two such injections were required to 
cure the condition, 


Prolonged local anesthesia in obstetrics. 
The author has tried several solutions and finds that the best is a 
solution of pereain-ceba, 0.5 per 1000, with the addition of a small quantity 
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of adrenalin. During the first stage of labour an injection is made either 
into the lumbar plexus or into the epidural space, according as the pains 
are in the hypogastrium or sacral. This injection is made with a special 
needle and a catheter, in order that it may be repeated if necessary. 
Thirty cubic centimetres of the solution are usually injected at one time; 
a total of goo ccs, may be used. During the second stage of labour an 
epidural injection of 30 ccs. to 35 ccs. of the same solution is used. The 
perineum, from the coccyx to the external abdominal rings, is infiltrated 
with a total of 60 to 70 ces. of the solution. This amount is sufficient 
for the maintenance of anesthesia for three or four hours, this being 
followed by hyperzesthesia of several hours’ duration. 


Three cases of appendicitis observed in the course of pregnancy or the puerperium. 
The first case was operated on when four and a half months’ pregnant. 
The appendix was inflamed but pus is not mentioned. Convalescence 
was normal but the patient miscarried 15 days later. The second case 
occurred four weeks after delivery. There were pus and serous exudate 
in the abdominal cavity. The patient recovered with a slight phlebitis 
of the right leg. In the third case the symptoms occurred four days after 
delivery. The diagnesis was obscure. A median abdominal incision 
revealed the presence of a large quantity of pus. Another incision in 
the right iliac fossa revealed the presence of acute appendicitis. Drainage 
was established through both incisions, but the patient died the next day. 


A polypoid form of cedema of the anterior lip of the cervix. 

"This accident occurred in a woman aged 30, during her second preg: 
nancy. The first pregnancy and labour had been normal. A few days 
before term a small tumour appeared at the vulva; it was violet in 
colour and there were one or two patches of necrosis on its surface. The 
patient was put to bed, the vulva was bathed and douches were given. 
Labour progressed normally after the anterior lip was pushed over the 
head. After labour the patient’s temperature was 39.5 °C. The cervix 
was painted with iodine and a small pack was inserted. The day after 
labour the swelling had disappeared. For the first five days the tempera- 
ture was hectic, after which recovery was uneventful. On the tenth day 
an examination was made; the cervix was inspected and it was normal. 


The reaction of Manoiloff for the diagnosis of pregnancy. 

The reaction is performed by adding 0.3 ¢.c. of fresh serum, not 
warmed, to one cubic centimetre of a two per cent aqueous solution of 
diuretin, shaking and adding to the mixture one drop of a two per 
cent alcoholic solution of nile blue. If the patient is pregnant the mixture 
is decolourized or it becomes yellow or yellowish pink in colour. Ii 
the patient is not pregnant it will be blue. The author has repeated the 
tests on about 100 cases, using Manoilloff’s technique and the same 
reagents. He has also tried the test on control cases. He has neve1 
seen complete or nearly complete decolouration, but he has observed 
varying, shades of rose and mauve in both pregnant and non-pregnant 
cases. He concludes that the test is useless. 
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Adenomatous polypus of the cervix undergoing malignant change. 

The patient was a nulliparous woman aged 51, who had had an 
irregular blood-stained loss for one year. The polypus was removed by 
twisting its pedicle. Sections showed it to be an adenomatous polypus 
with a bud of squamous epithelium dipping into it at one place. The 
invasion had started, as is common, in an adenomatous gland, the veneral 
outline of which was still visible. The area was surrounded by round- 
cclled infiltration. Hysterectomy was performed. The patient was alive 
and well one year and seven months later. 


A. A. Gemmell. 


Revue Francaise de Gynécologie et d’Obstetrique. 


October, 1930. 
The infiuence of parental hereditary syphilis on the product of conception. 
H. Paucot. 
A point of technique in low Caesarean section. J. L. Audebert. 
Ovarian suppuration in the puerperium. P. Trillat, L. Michon, and 
Ponthus. 
Classification and treatment of pelvic cellulitis in women. I. Pouliot. 


November, 1930. 
#The effect of artificial rupture of the membranes on the course of labour. 
P. La Hage. 
#Cancer of the cervix after subtotal hysterectomy. J. R. Pinsan. 
An absorbent and easily introduced tampon. G. Ackermann. 


December, 1930. 
Contribution to the study of decidual formation in the Fallopian tubes. 
E. Held. 
Complete inversion of the bladder through fistula. N. Markoff. 
Descent of the limbs. J. I,. Audebert. 
Infected extra-uterine pregnancy near term. S. Meyer. 
A case of uterine endometrioma. Baillat and Bertrand. 


The effect of artificial rupture of the membranes on the course of labour. 

At the Maternity Clinic of Strasbourg, the membranes have been ruptured 
artificially, as a routine, since 1927. The limiting conditions have been 
that the patient should be in labour, and the cervix taken up and dilated 
sufficiently to admit one finger. Some of these cases have been reported. 
The present account deals with 575 cases and contrasts the results obtained 
with 982 cases adinitted during the same period, and on which the operation 
was not done. 

The effect on the uterine contractions was beneficial in the majority 
as regards frequency, duration and strength. In a few there was a 
temporary suspension of the contractions. The external os may not 
respond at all to the interference, or it responds by dilatation or by con- 
traction, Common among the latter group are cases of spasm of the cervix. 
These, however, are treated by the liberal administration of the anti- 
spasmodic spasmalgine, and, when this fails owing to edema of the cervix, 
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by incising the latter. This was done on six occasions, more than one 
per cent. 

The effect on the engagement of the presenting part is often well marked, 
and the author holds that in test labours the test cannot be considered to 
have commenced till the membranes have been ruptured; and that this 
attitude is permissible in view of the success of low Czesarean section, 
which may be performed even when the patient is already febrile. This 
operation was necessary seven times, or in 1.2 per cent. 

Criticism is anticipated, and figures given show that obstetric 
interference is less often necessary, compared with cases in which the 
membranes are left alone, and that the infant mortality and puerperal 
morbidity are not increased. 


Cancer of the cervix after subtotal hysterectomy. 

Hive cases are described, the French literature on the subject is 
reviewed, and the following conclusions are made :— 

1. The frequency is not more than one per cent. 

z. The incidence is more common after subtotal hysterectomy for 
fibromyomata. 

3. Scooping out the cervical canal is of little prophylactic value. 

4. The indications for subtotal hysterectomy are not invalidated by 
the chance of the subsequent occurrence of carcinoma of the cervix. 

5. The difficulties of surgical treatment render radium and deep X-ray 
treatinent preferable, although the results of the latter are not encouraging 


Bruxelles— Medical. 
February 8, 1931. 
*Syphilis of the cervix uteri. José J. Punte. 


February 15, 1931. 
Syphilis of the cervix uteri, José J. Punte. 


February 22, 1931. 
*Autogenous puerperal infection. J. Voron. 


March 1, 1931. 
*Variations in the pH, the alkaline reserve, and the blood-calcium in 
pregnancy. R. Reding and A. Slose. 
Melanoma of the vulva. Daubresse-Morel et Dupont. 


March 15, 193. 
The examination of the uterus by intra-uterine lipiodol. Jean Rouffant. 
Avertin narcosis in obstetrics. Grousse and Gibson. 
March 22, 1931. 
Post-maturity. Magos. 
March 29, 1931. 
The value of the appearance of meconitm as a sign of feetal distress. 
O. Gosselin. 
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Syphilis of the cervix uteri. 
Reprint of a communication to the Gynecological Society of the Argentine. 

This most comprehensive paper is based on observations over a period 
of ten years, and includes descriptions of twenty-nine chancres and twenty- 
eight secondary lesions. 

Primary chancre is estimated to occur on the cervix uteri in about 16 
per cent of cases. The chancre is situated either at the external os or on 
the portio vaginalis, and although usually only one lesion is seen it is 
not excessively rare for two to be found, The borders are sharp and the 
size most variable. 

Three forms are recognized: (a) the papular syphilide, which is the 
most common ; (b) the ulcerative form; (c) the hypertrophic form, in which 
the whole cervix is grossly enlarged and covered with a mass of papules. 
The writer has failed to observe the last-named form. The serous secretion 
from these lesions is easily distinguished from the mucous secretion of the 
cervix, The chancre is frequently surrounded by so much cedema as to 
alter the appearance of the cervix; a great deal of induration is also 
present. No definite evidence of lymphatic gland enlargement was forth- 
coming, as might be imagined, when the lymphatic drainage of the cervix 
is considered. In the majority of cases the lesions did not give rise to 
symptoms and were discovered during a routine medical examination. In 
a few cases menorrhagia was noted. 

The complications following cervical chaticre are stated to be difficulty 
during the first stage of labour, owing to failure of cervical dilatation, 
dysmenorrhcea, sterility, and pyometra. The diagnosis was made only 
when spirochcetes were discovered in films from the lesion. Microscopical 
exainination of excised lesions showed much cedema and small round-cell 
infiltration, the squamous epithelium frequently remained on the surface. 
The lesions were vascular, and there was a dense infiltration with lympho- 
cytes around the cervical glands whose epithelium remained intact. The 
differential diagnosis from such lesions as erosions, soft chancres and 
tuberculous ulceration is made by noting the dull colour, the very extensive 
induration and, lastly, by the finding of spirochetes. 

Secondary syphilis of the cervix uteri is rarely seen. The author 
saw zg instances in 222 cases of secondary syphilis, and is of the opinion 
that the lesions of this stage may be erosions, papules, or ulcers. The 
erosions are circular or oval in contour and red in colour. The papules are 
most commonly situated round the cervical orifice, and may be single 
or multiple. The ulcerative form is rare, and is distinguishable by being 
of an indolent nature and capable of producing profuse hemorrhage. Spiro- 
cheetes are found in these lesions. 

Tertiary syphilis is by far the rarest form of the disease in the cervix 
uteri. It occurs as gumimata, and in the opinion of the author is repre- 
sented as leucoplakia. 

The paper is most complete and no aspect of the subject is left 
untouched. 


Autogenous puerperal infection. 
The author believes that all those forms of puerperal infection which 
do not arise from external contamination, and which, in consequence, 
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are due to organisms situated in or on the body of the patient, should be 
grouped under the heading of autogenous infection. Absolute scientific 
proof of this is, of course, lacking. Exact figures as to the proportion of 
cases which should come into this class of infection are not forthcoming, 
but it is probable that they constitute a large part of the total number of 
cases of puerperal infection. The autogenous infection group constitutes 
an enormous proportion of the less severe types of puerperal infection. 
The solution of the problem of autogenous infection in the puerperal 
woman is thought to lie in the raising of the resistance to any infection, 
and research in this direction is most strongly advocated. 


Variations in the pH, the alkaline reserve, and the blood-calcium in pregnancy. 

The authors state that the pH of the blood remains constant until the 
seventh month, at which time it commences to go up; it continues to do 
so until term. The alkaline reserve falls about the middle of pregnancy 
and remains at the same level until the end of the first week of the 
puerperium. ‘The blood-caleium falls rapidly at the second month of 
pregnancy and does not return to the normal value for some time after 
the delivery. Other changes noted in pregnancy are instability in the 
colloid content of the serum, changes in the tension and permeability of 
cell-membranes, and an increase in the lactic acid and cholesterol in the 
blood. 


A. J. Wrigley. 


Le Journal Médical de Quebec. 
31¢me Année, No, 12. 
*Cysts of the vagina. Armand Rioux, 
32eme Année, No. 1. 


*Personal statistics of 107 operations for uterine fibroids. M. A. Basset. 


Cysts of the vagina. — 

The patient was aged 58; she had borne 15 children, the youngest of 
whom was 17. She was thought to be suffering from a cystoccele. An 
examination revealed a swelling in the anterior vaginal wall and anterior 
fornix. The introduction of a sound into the bladder showed that the 
swelling was a vaginal cyst. The cyst was removed by dissection, The 
cavity was drained with a gauze pack. 

A dissertation on vaginal tumours follows. Their origin is obscure. It 
is believed that the epithelial elements arise from the Mullerian ducts. 
The Wolffian duct is also mentioned as a possible source. The development 
and relations of the Wolffian duct, Wolffian body and Mullerian ducts are 
considered. The canal of Gaertner, the lower part of the Wolffian duct, 
frequently persists in the antero-lateral wall of the vagina. Usually these 
cysts contain a clear viscous fluid, which is occasionally stained. They 
do not usually give rise to symptoms and are accidentally discovered 
during examination. They usually occur in elderly multiparae. Occasion- 
ally they are so large as to interfere with the action of the bladder. 
Complications are rare, but are not unknown, ¢.g. pressure on the base 


be 
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of the bladder leading to retention and cystitis. Rupture as the result 
of obstetric injury is not unknown. Occasionally suppuration, following 
injury attendant on labour, occurs. They are said to grow considerably 
during pregnancy. ‘The diagnosis is sometimes uncertain because of the 
situation. They are to be differentiated from cystoccele and urethroccele. 
Solid tumours of the vagina sometimes occur; the commonest are fibro- 
myoma and adenomyoma, They are diagnosed by their consistence. 

Epithelioma, when it occurs, is very hard, tends to ulcerate, and bleeds 
on examination. Sarcoma of the vagina is very rare. Bartolin’s and 
labial cysts can be differentiated by their situation. The treatment is 
removal in every case. Even if the patient is pregnant this is indicated 
to avoid injury and suppuration. The best method is to incise the cyst. 
evacuate its contents and then separate it from the vaginal wall. Special 
care must be taken in cysts of the anterior vaginal wall not to injure the 
urethra or base of the bladder. When the cyst is already suppurating it 
is better to open it completely, and to curette or cauterize its wall. 


Personal statistics of 107 operations for uterine fibroids. 

This article deals with operations performed by the author for fibroids 
of the uterus during four and a half years. Certain points of interest are 
raised; for example, the operative mortality, the advantages and_ the 
disadvantages of certain types of operation from the point of view of 
immediate or late mortality and the occurrence of, or freedom from, 
phlebitis and post-operative pulmonary complications. Opinions on these 
points vary very widely. 

In this article 107 cases of uterine fibroids operated on by the author 
are considered from several points of view, and these different factors 
will be considered separately. 

Pathology. Under this heading single and multiple fibroids, and the 
complications of fibroids with other lesions such as salpingitis, sclero- 
cystic ovaries, solid tumours of the ovary, extra-uterine pregnancy, and 
uterine pregnancy are considered. Various authors are quoted and their 
reports of these complications are cited : the author quotes the figures and 
percentages deduced from his own cases. Of the 107 operatioris 56 were 
potformed for simple fibroids. In 58 cases the adjacent organs were 
healthy. There was one case of extra-uterine pregnancy and two cases of 
uterine pregnancy. There were three cases of solid tumours of the ovary. 
‘Thirty-eight patients had single fibroids. The operations included 88 sub- 
total hysterectomies, 16 myomectomies, and three total hysterectomies. 
The author prefers sub-total hysterectomy for the sake of rapidity, rapid 
control of haemorrhage, and small risk. After cutting across the cervix 
the author paints it with tincture of iodine before suturing it. In younger 
women one or both ovaries are preserved with the object of avoiding the 
nervous and congestive symptoms of the menopause. 

Of the 16 myomectomies eight patients had only one fibroid, seven had 
from two to four, and in one case there were seven small fibroids. 
Heemorrhage did not result from these hysterectomies. An attempt was 
made to avoid opening the uterine cavity even in interstitial fibroids. In 
23 cases the pelvis was drained, usually because of adjacent lesions. 

Ether was the anesthetic in 76 operations; spinal anaesthesia was used 
in 31 cases, 





Review of Current Literature 417 


Mortality. The author has had no fatalities. All the patients recovered. 
Nearly all were straightforward cases; only five had post-operative com- 
plications. The author quotes various writers and their operative risks. 
These have varied from three to five per cent, but two writers, in particular, 
quoted 4,575 cases with a mortality of 1.7 per cent for sub-total hysterec- 
tomy. Their mortality for myomectomy was 1.7 per cent to 4 per cent. 
The author considers these percentages unduly variable, as the result of 
which the cases are not quite comparable. 

Post-operative results. Two cases developed phlebitis, and recovered. 
One patient had hemorrhage from the cervical stump. The author has 
not yet seen carcinoma develop in the stump. The myomectomy cases 
were relieved of menorrhagia. In one case the remaining ovary developed 
blood cysts and had to be removed, Of the 107 patients three had had 
previous X-ray treatment without any relief. The author thinks that 
X-rays and radium should never be employed when there are lesions of the 
surrounding organs. 


J. Lyle Cameron. 


Archiv fiir Gynakologie. 


December 19, 1930. 

The mouse test in the standardization of ovarian hormone solutions and 
hogival. R. Meyer and H. Wulk. 

*The genesis of fluor vaginalis: the problem of the permeability of the 
vaginal wall. E. Raab. 

The blood serum calcium during pregnancy. M. Adler. 

Potassium and calcium in the menstrual cycle and during pregnaticy. 
R. Spiegler. 

The effect of pregnancy, labour and the puerperium on the alkali reserve 
of the bloed, and its behaviour in the new-born. J. Malfatti and 
J. Burtscher. 

A glycolytic substance (thyroid extract) in the blood during pregnancy. 
K. J. Anselmino and F. Hoffmann. 

The iodine content of the blood in the female under physiologica) 
conditions. W. Scheringer. 

*The influence of the blood of pregnant women on tadpole metamorphosis, 
H. Eufinger, H. Wiesbader and N. Smilovitz. 

The xantho-protein reaction in protein-free blood during pregnancy. 
H. Eufinger. 

The immunizing action of colloidal sulphur given parametrically in 
gynecological infections. G. J. Pfalz. 

Carbohydrate metabolism in uterine carcinoma after treatment by X-rays 
and radium. I. Lucas. 

Intravenous hedonal narcosis in gynecological operations. N. Kakusch- 
kin. 

The biology of the cerebrospinal fiuid. III. Its sodium chloride content 
in healthy and diseased women. IV. Its hydrogen ion content under 
the same conditions. E. Vogt. 

“In explanation of apparent contradictions between clinical and X-ray 
pelvimetry. F. W, Wahl, 
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An artificial pregnancy reaction in the non-gravid woman. The behaviour 
of the anterior hypophyseal hormone in the non-pregnant organism, 
and the therapeutic utility of pre-hormone as compared with that of 
blood from pregnant subjects. K, Ehrhardt. 

Manoilofl’s pregnancy reaction. F. Fretwurst and kK. Otto. 

*The histo-pathology of diabetes in the new-born and sucklings. G. 
Schretter and H. Nevinny,. 

February 4, 10931. 

*The causes of icterus neonatorum, K. J. Anselmino and F. Hoffmann. 
*The significance of the permeability of the cutaneous capillaries in the 
causation of icterus neonatorum. F. Hoffmann and K, J. Anselmino. 
The glutathion and catalase contents of foetal blood and their importance 

in the supply of oxygen to the foetus. O. Bokelmann and W. Scheringer. 

The acid base reserve during pregnancy. H. Behrendt, J. Berberich and 
H. Eufinger. 

Connexions between the thymus and the genital glands. S. Loewe and 
Hea. Voss. 

Electro-ultra-filtration : a new method for the estimation of the physical 
distribution of the minerals in the blood serum. R. Spiegler. 

The presence of arginase in human testicles and ovaries: connexions 
between intermediate arginin metabolism and sexual function.  E. 
Gierhake and H. Nasse. 

*Contusion of the cervical spinal cord: a mode of obstetric injury to the 
central nervous system. V. Féderl. 

Congenital stenosis of the vagina and pregnancy. S. Itzkin. 

The significance of the reticulo-endothelium and vascular endothelium in 
the puerperium. M. J. Litwak. 

*Manoiloff’s reaction for diagnosis of pregnancy : a clinical test. Browkin. 


The genesis of fluor vaginalis: the probiem of the permeability of the vaginal wall. 

3y micro-electrometric methods of investigation healthy women were 
found to have a high difference of potential (40 to 80 millivolts) between 
electrodes introduced into the vagina and the blood respectively: thus 
the healthy vaginal wall gives a constant current and possesses a constant 
resistance to ionic permeability. The current is less, though constant in 
one patient, in cases of vaginitis, and is absent (indicating greatly increased 
permeability) in cases of fluor albus and in pre-menstrual leucorrhcea : 
it is influenced by psychogenic factors. Support is to some extent given 
to the views of those who regard leucorrhcea as a transudate of fluid through 
the vaginal epithelium. 


The influence of the bleod of pregnant women on tadpole metamorphosis. 
Thyroid extract administered to tadpoles accelerates their metamor- 
phosis, and thyroxin can thus be detected in a dilution of one to many 
inillions. On the addition of normal blood or serum to the surrounding 
fluid the larvee show slightly quickened development : the acceleration is 
more marked on the addition of blood or serum from menstruating women 
or from healthy pregnant women, and still more marked if the blood or 
serum of eclamptic patients is added. The protective influence of normal 
blood against thyroxin, as tested by the method in question, is greatly 
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diminished during menstruation, pregnancy and eclampsia. Taken in 
conjunction with the increased basal metabolism and increase of the blood- 
iodine during pregnancy, these experiments afford strong evidence of 
increased thyroid activity. 


In explanation of apparent contradictions between clinical and X-ray pelvimetry. 

Two cases are described in which clinical and X-ray pelvimetry gave 
contrary findings, the discrepancies being due, in part, to thickness and 
rigidity of the soft parts and in part to exceptional height of the symphysis 
or sacral promontary. In such cases X-ray diagnosis, given a reliable 
technique, is the more reliable. 


The histo-pathology of diabetes in the newborn and sucklings. 

A post-mortem investigation of a giant child born to a diabetic mother : 
atter a hypoglyceemic phase it became elycosuric and hyperglyecemic and 
died on the thirty-second day (See abstract, this Journal, Winter, 1930, p. 
912). The cell-islets of the pancreas were unusually numerous, hypertrophic 
and hyperplastic (a response probably to maternal hyperglyesemia) but 
showed well-marked cellular degenerative changes (attributable to reaction 
against over function). There was evidence of increased hypophyseal 
activity. 


The causes of icterus neonatorum. 

The hepatogenous theory of the causation of icterus neonatorum is 
rejected, and the conclusion is drawn that it is due to haemolysis consequent 
on the readjustment of respiratory conditions after the initiation of pul- 
monary breathing. Huggett (Journal of Physiology, 1926-27, 62, 373) in 
observations on animals showed that transplacental respiration is a diffusion 
process in which the placental cells are not actively concerned. Haselhorst 
and Stromberger (Z. Geburlsh, 1930, 98, 49) found 14.46, 10.11, 3.53 and 
0.87 volumes per cent of oxygen in the maternal uterine arterial, maternal 
uterine venous, umbilical arterial, and umbilical venous blood respect- 
ively. During foetal life, therefore, the child is constantly in a state 
of extreme oxygen deficiency: compensation is sought in similar 
ways to that attained in climbers by an increase of (1) pulse-rate, (2) the 
relative heart weight, (3) the haemoglobin, (4) the erythrocyte count, 
(5) the blood volume, (6) the glutathion in the blood, (7) the catalase in 
the blood. These compensatory mechanisms are superfluous after birth 
and heemoglobin is converted to bilirubin: the amount of haemoglobin 
destroyed is greater than was at one time thought, and may reach one 
percent of the body weight. The fact that only So per cent of the new-born 
show icterus, and these in varying degrees, is explained by (1) individual 
differences in the bilirubin content of the blood, (2) individual differences, 
as shown in the paper of Hoffmann and Anselmino (see below), in the 
permeability of the capillary endothelium for bilirubin. 


The significance of the permeability of the cutaneous capillaries in the causation of 
icterus neonatorum. 


By the introduction (by cataphoresis by galvanic current) of histamine 
in the skin of the new-born children a blister was, except ina few cases, 


M 
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induced which showed localized transitory icterus, even in those who did 
not afterwards exhibit general icterus neonatorum. 


Contusion of the cervical spinal cord: a mode of obstetric injury tv the central 
nervous system. 


In spite of the recognition of the frequency of intra-cerebral haemorrhage 
and tentorial tears in the stillborn there remains a group of cases in which 
obduction shows no cause of death, and in which this has taken place in 
the first stage of properly conducted normal labour with normal fceto-pelvic 
and placental conditions and an intact bag of waters. In this group death 
is caused by pressure on the vital centres of the medulla oblongata or pons, 
or by injury to the upper part of the cervical spinal cord, The cerebral 
hemispheres and cerebellum are not concerned in the motor phenomena of 
the new-born. Two-thirds of full time and nineteen-twentieths of premature 
children coming to autopsy show cerebral injury; 10 to 15 per cent of 
normal new-born infants yield, on lumbar puncture, a blood-stained cerebro- 
spinal fluid ; and autopsy on those dying from intercurrent causes frequently 
reveals tentorial tears and cerebral softenings and haemorrhages which are 
in process of repair. Gross cerebro-cerebellar injuries are, when present, 
evidence in increased intra-cranial pressure, but it is the latter and not 
the former which causes foetal death. Clinical symptoms supposed to 
point to tentorial tears with hemorrhage may be found at autopsy to be 
due to epidural bleeding in the cervical or the medullary canal. Rissmann 
(1930) is right in holding examination of this region to be an essential 
part of autopsy in cases of foetal death sub partu: vy. Féderl has already 
encountered three cases of cervical epidural bleeding. In some cases death 
duting labour is due to diminution of size of the atlanto-occipital hiatus 
or subluxation between the second and third or other cervical vertebrie : 
pressure on the neural axis by the odontoid process is important, as 
pointed out by Kermauner. Radiological evidence is given of (1) sub- 
luxation between cervical veretbree produced by tlexion in a living infant 
who had presented by face, (2) lethal lateral subluxation in the same 
segments produced by sudden imaternal flexion, in a vertex presentation, 
(3) subluxation at the same level after Smellic-Veit extraction of the 
aftercoming head. Among practical obstetric conclusions to be drawn are 
the following :—If the head is completely fixed (1) the parturient patient 
must not leave her bed, (2) Walcher’s position is dangerous in left occipito 
anterior presentation. Face presentation demands episiotomy (even in 
multiparee) in the foetal interest. In breech delivery, with the head on 
the pelvic floor, a tug on the trunk or shoulder is not permissible. 


Manoilofi’s reaction for diagnosis of pregnancy: a clinical test. 


Manoiloff’s reaction (decolorization by means of serum of a mixture of 
diuretin and nile-blue) gives an error of about 10 per cent, but loses much 
of its clinical value in that errors are more frequent early in pregnancy. 


W. E. Crowther. 
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Zentralblatt fur Gynakologie. 


January 17, 1931. 

*A case of tubo-ovarian pregnancy. A. Westman. 

Dysthyroidism of the mother and anencephaly of the foetus. E. Debiasi. 

The influence of X-rays, red and violet rays on the cestral hormone. 
F. Ludwig and J. v. Ries. 

Primary abdominal pregnancy. W. Laubscher. 

*The Ascheim-Zondek pregnancy reaction in pathological pregnancy (extra- 
uterine pregnancy and vesicular mole). W, Wladika. 

Manoiloff’s reaction for the diagnosis of pregnancy by examination cf 
tlie blood serum. B. N. Moschkow. 

Unusual changes in the lymph foilicles of the endometrium. H. 0. 
Netunann, 

The technique of forceps delivery in mento-posterior presentation. A. 
Haupt. 

Cure of a case of inversion of the uterus of eight years standing by 
combined vaginal and abdominal operation. C. Flechtenmacher, jun. 

Bleeding from both lactating mammary glands. F, Krauss. 


January 24, 1931. 

The cyclical changes of the vaginal epithelium. H. Stieve. 

A new method of construction of an artificial vagina. P. Muller. 

The pathological anatomy of the vertebral column as a cause of gyne- 
cological sacral pain. E. Honck. 

The differential diagnosis of acute inflammation of the 
appendicitis. K. Neller. 

The etiology of Turmschadel (tower skull). O. Irion. 


adnexa and 


The clinical signs of mammary tumours diagnosed during the years 
1915-1928. H. Reinecke. 

The etiology of spontaneous tubal torsion. O. Saltz. 

The value of X-ray examination in the diagnosis of extra-uterine preg- 
nancy. F. Szelle. 

Porcelain as a substitute for vuleanite. F. Fischer. 


January 31, 1931. 
A new contribution to the theory of vesicular mole. H. Hinselmann. 
Whether the fight against prenatal, intranatal and postnatal death calls 
for medical or medico-social reform. S$. Peller. 
The treatment of gonorrhcea in the female 
V. Ceesar. 
The relative and absolute bactericidal index. F. Daels. 
Typhoid infection of an ovarian cyst. E. Barsony. 
Granular tumours. P. Rummeld. 
Estimation of the efficiency of the placenta. R. Luh. 
The technique of the operation of salpingostomy. W. Th. Matwejewa. 
The immediate and distant indications for thymophysin. E. C. Lork. 


with a mixed vaccine. 


February 7, 1931. 
“The operative treatment of ectopic vesic-e and the prognosis of a healed 
case treated by Trendelenburg’s operation. F. Heinsius. 
“Repair of a severe defect of the bladder and urethra. H. Selheim. 


Healing of a large vesical carcinoma treated by diathermy. R, Goedecke, 
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The physiological boundary of ureteric dilatation in pregnancy. II. 
Guthmann and Kk. Ehrhardt. 
The changes in the ureters during menstruation and pregnancy and also 
in pyelitis and hypereemesis gravidarum. ©. Saitz. 
The diagnosis of uretero-vaginal fistula in the presence of vesico-vaginal 
fistula, ©. Gragert. 
Renal damage after poisoning of the mother by sublimate. K. Rosen- 
loecher. 
February 14, 1931. 
“The prophylaxis of congenital syphilis. E. Klaften. 
Subcutaneous carbon dioxide therapy. A. Melchior. 
Anterior pituitary hormone (prolan) and the male gonads, 
Neumann. 
Hormone therapy in anomalies of the blood. Kohler. 
Pregnancy changes in the cervical epithelium and their place in the 
etiology of carcinoma of the uterus. J. Hofbauer. 
*A contribution to the question of lumbar anesthesia in Cresarean section. 
Kk. Klaus. 
Hysterectomy of the gravid uterus sub partu followed by incision into 
the cavity. A. Nemes. 
Treatment of non-specific vaginal discharge with calcium-sandoz-tampons. 
Rodecurt. 
The use of lyssia ointment in gynecology and obstetrics. N. Nahmimacher. 
February 21, 10931. 
*The diagnosis of pregnancy before Ascheim. H. Sellheim. 
*Manoiloft’s pregnancy reaction, F. Gymnich. 
The physiology and pathology of the sexual hormones, especially the 
hormone of the corpus luteum. C. Clauberg. 
The recovery of pernocton from the mother’s body and from the placenta. 
kK. Jaroschka. 
Hormonal sterilization, 1,. Horneffer and K. Meyerhoff. 
The healing of gonorrhceal endometritis treated by curetting. FE. J. Orso. 
Rupture of a hydatid cyst of the liver resembling a case of torsion of an 
ovarian cyst. D. Maluschew. 
February 28, 1931. 
The question of the corpus luteum hormone and its specific reactions. 
E. Fels. 
The differences in the reaction of the uterus of rabbits, rats, mice and 
guinea-pigs. Hl. Siegmund and K. Kammerhuber. 
The prognosis and therapy of puerperal fever. 1. van Damme. 
The technique of the evacuation of the uterus in abortion. A. Rieck. 
The frequency of spontaneous abortion and its meaning in the study of 
operative, especially illegal, abortion. M. 1. Magid. 

A case of death from oil embolism caused by hysterography. E. Gajzago. 
A case of chorion-epithelioma metastasis diagnosed by the Ascheim- 
Zoudek reaction. FE. Gerritzen. 
March 7, 1931. 

Rasedow’s disease and pregnancy. H. Kustner,. 
*On the value of Manoilofi’s pregnancy reaction, P. Goldschmidt-Furstnetr. 
Differences in results of the serum diagnosis with the site of origin of 
the blood. J. Schwarz. 
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The treatinent of gonorrhea in the female by gonovitan. G. Gergely. 

The Ruge-VPhilipp experiment to determine the virulence of bacteria. 
M. J. Litwak. 

Operations following ventral fixation. R. Vorster, 

*Unilateral uniovular twin tubal pregnancy with feetfis 30 cm. long. 
H. Deichgraber. 

A case of two-sided tubal pregnancy. . i. Mayer. 

A case of bilateral tubal pregnancy. A. G, Issachanow. 


March 14, 1931. 
Paroxysinal tacheardia and pregnancy, N. Alders. 
A table to calculate the duration of pregnancy. E. Essen-Moller. 
Kielland’s forceps at the pelvic inlet. R. Cordua. 
Anesthesia in operative midwifery and gynecology, with a review of 
chloroform anesthesia, HH. Hellendall. 
Osmotherapy and cclampsia. Hl. Schmorell,. 
lntra-ligamentous pregnancy. R. Costa. 
Repetition of the findings of Mariantschalt. W. A. Chatunzew. 
Operative sterilization in the female (temporary tubal sterilization after 
Jiepmann). VP, Gornick. 
March 28, 1931. 
X-ray diagnosis in midwifery. W. Schinitt. 
X-ray diagnosis of uterine maldevelopment, C. Michaclides. 
The death rate of the first-born during infancy. E. Teichmann, 
‘Two unsuccessful cases of sterilization, S. Goldschmidt. 
A case of scar endometrial erowth with glandular involvement, and 
discussion into its origin. K. Habbe. 
Healing of a vaginal carcinoma treated with radium points. E. Waldstein. 
The early and rapid diagnosis of carcinoma of the cervix. A. G. 
hanow. 


% 


Issac- 


April 4, 1931. 
The experimental influence of endothelsymptom in women, 1... Bickel. 
Hiematometra intermittens et profluens. E. Klaften. 
Tubal pregnancy in tuberculous salpingitis. H. Hoppner. 
A case of twisted pedicle; ruptured tubal pregnancy. H. 1. Popper. 
The colloidal chemistry of the vernix caseosa. A. W. Hochloff. 
The treatment of eclampsia with thymophysin, G. Schey. 
Pituigan forte in Cresarean section. Bassimann 


April 11, 1931. 

The cyclical changes in the cervical epithelium of the guinea-pig, with 
remarks on the work of von Hofbauer on “The causal factors in pre- 
cancerous changes of the genitals.” H. Hartmann and IH. Olbers. 

A case in which a child weighing 600 grammes was born alive. R. 
Temesvary. 

Abruptio placenta—A new term. J. B. De Lee. 

Chemical uterine extirpation. J. Voigt. 

“The venous blood-pressure in some cases of habitual abortion. G. Danell. 

On a so-called absolutely certain method of haemostasis. N. Louros. 

The peat bath treatment of uterine hypoplasia. A. W. Hochloff. 





424 Journal of Obstetrics and Gynecology 


A case of tubo-ovarian pregnancy. 

Westinan describes a case of titbo-ovarian pregnancy in a patient aged 
37 Who had four children. In May, 1928, the uterus was evacuated for 
an incomplete abortion, In June, 1929, laparotomy was performed by 
Forssner. He found an ovarian tumour the size of a foetal skull, showing 
definitely the relations of an ovary whose measurements were 14x11 
xiocm. Placental tissue and a partially mummified dead faetus were found 
in the capsule of the tumour. There was no liquor amnii. The foetus, which 
measured 37 cm., was in an attitude of flexion. The ampullary end of 
the Fallopian tube was adherent to the tumour and, on microscopical 
examination, the tubal wall could be traced in the capsule of the tumour. 


The Ascheim-Zondek pregnancy reaction in pathological pregnancy (extra-uterine 
pregnancy and vesicular mole). 

Wladika points out that the Ascheim-Zondek reaction is present in 
cases of pregnancy three or five days after the first missed period. In 
addition, it serves as a diagnostic means in extra-uterine pregnancy and in 
abnormal pregnancy such as vesicular mole and chorion epithelioma. It 
is especially useful in the differential diagnosis between tubal pregnancy 
and adnexal tumour. The action is now relied on by Wladika to determine 
the diagnosis. In the second group, so long as there is any trophoblastic 
tissue present in the uterus or in the metastatic growths, the reaction is 
positive. After evacuation of the uterus in a case of vesicular mole the 
reaction remains present much longer than after parturition or abortion, 
namely, from one to six weeks, and in one case for five months, suggesting 
that the organism still contains living chorionic tissue. 


The operative treatment of ectopic vesice and the prognosis of a healed case treated 
by Trendelenburg’s operation. : 

Heinsius describes the history of a case of ectopia vesicee which was 
under his care continuously from the age of one year until the present 
day. When the child was one year old the writer made an unsuccessful 
attempt to close the gap in the anterior vesical and abdominal walls. At 
six years of age she was brought to him in a pitiable condition, with an 
irritative dermatitis of both thighs, buttocks, abdominal wall and lumbar 
region. The parents would consent only to an operation for attempted 
reconstruction ; they would not agree to implantation of the ureters into 
the bowel. It was impossible to bring the edges together until the gap 
of five and a half centimetres at the symphysis was reduced. ‘To reduce 
this gap both sacro-iliac joints were cut across and pressure was brought 
to bear on the outside of the pelvis by means of a bandage whose ends 
were weighted with six or seven kilogramimes passed over rollers. The 
child bore this pressure badly and developed pressure sores on each side, 
so that it had to be discontinued and replaced by a system. of fixation 
with three screws on each side of the pelvis. This gave less discomfort to 
the child and resulted in an approximation of the two pelvic bones to 
within two or three millimetres of each other. In spite of the approxima- 
tion of the bones there was still a considerable space between the edges 
of the soft parts, which could not easily be brought together. To effect this 
a long vertical incision, six centimetres in length, was made two or three 
centimetres outside of each margin of the gap; the rectus muscle of the 
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left side was partly split and partly scraped off the periosteum. ‘This was 
followed immediately by descent of the bladder and urethra into the 
depths from the surface. The junction of mucous membrane of the bladder 
and urethra was dissected from the skin and sutured together to close 
the gap. The labia minora and the split clitoris were joined together 
over the urethral orifice; the skin edges were brought together and a 
catheter was left in the bladder, 

Healing was complicated by the development of a fistula at the junction 
of the urethra with the bladder, which eventually healed after a secondary 
repair. 

One year alter the operation the bladder could retain between 30 and go 
ccm, of urine, and alter three years 50 ccm, At the age of 12 years 
menstruation was established. When 22 the patient married, and when 24 
she became pregnant. Labour began and the membranes ruptured early. 
In view of the danger to the operation scar, and the fears of sepsis and 
prolapse of the anterior vaginal wall, the patient was delivered by 
Cesarean section. A living male child was delivered in June, 192¢ 
Recovery was uninterrupted. 

The patient was marricd to an innkeeper and lived au active life, doing 
all her own housework and helping in the farm as well, The writer 
points out that out of the 11 cases reported by Katz of Trendelenburg’s 
operation five died (one of wound infection, twe of post-operative con- 
ditions, one of pyelitis and one of iodoform poisoning) and three were 
cured. The author brings the cures to a total of four: this is his excuse 
for his report. 


Repair of a severe defect of the bladder and urethra. 

Sellheim reports a case of gangrene of the whole vaginal mucous mem- 
brane, portio vaginalis, posterior vesical and urethral walls following a 
difficult labour lasting 44 hours in a 20-year-old primipara. 


fe) 

The patient showed signs of gross sepsis for three months, during which 
time she passed the whole of the gangrenous material piecemeal, and 
suffered incontinence of urine. She was examined under an anesthetic, 
with a view to closure of a vesico-vaginal fistula, and then the condition 
was found to be worse than expected. Only one cavity was present, 
bounded in front by the vesical wall and behind by the vaginal wall, which 
was beginning to be covered by epithelium. This cavity was very small, 
measuring only one and a half cm. in depth and two or three em. 
transversely, 


An attempt to form a urinary receptacle was carricd out in two stages. 
First, the uterus was dislocated forward through an anterior incision so 
that the body served to occlude part of the opening; the labia minora and 


underlying muscular tissue were then separated externally and sutured 


together over the uterine fundus, leaving a cresentric gap in front and to 
the right. Since the healing of the flaps the patient has been able to 
retain her urine for a quarter of an hour in the upright position, and 
longer when lying down. 

Considering the original hopeless outlook the writer considers that 
his treatment has given a measure of success. 
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The prophylaxis of congenital syphilis. 

Klaften gives a comprehensive résumé of the present prophylaxis of 
congenital syphilis based on his experience in Vienna, and a review of 
the conditions in Austria. He points out that the present means ol 
diagnosis and treatment make it possible to do away with the congenital 
form of the disease. Careful examination of all pregnant women will 
serve to identify luetic infection when it was not previously suspected, 
and in known cases which had been insufficiently treated. He emphasizes 
the necessity for careful clinical, radiological and serological examination 
of children born of treated syphilitic mothers as an important part of the 
prophylaxis. 


A contribution to the question of lumbar anesthesia in Cesarean section. 

Klaus reviews the use of lumbar anesthesia in Caesarean section. ‘This 
method was used in 24 cases during the years 1928 to 1930. Ol! these, one 
was a sectio corporalis after Senger, one alter Latzko, and the rest by tlic 
typical cervical trans-peritoneal method. 

The anesthetic was novocaine hydrochloride, without adrenalin, given 
between the second and third lumbar vertebrae in a dose of 0.07 to 1 gr. 
Anesthesia was perfect in each case and lasted one hour. All the children 
were lively and strong at birth. After delivery, uterine retraction was so 
good that hemorrhage was negligible. But as a prophylactic measure 
an injection of one or two cubie centimetres of pituitrin was given before 
the operation, and an injection of one or two cubic centimetres of ergotin 
was nade into the uterine muscle alter the uterus was empty. 


The diagnosis of pregnancy before Ascheim. 

Sellheim gives a comprehensive description of the methods of diagnosis 
of pregnancy from the time of Hegar to the present day. He points out 
that the cases in which there is any doubt of diagnosis are the very cases 
in which some skill is needed to make a decision, since there is no difficulty 
when foetal parts and foetal movements can be demonstrated. He mentions 
that the three outstanding names are those of Hegar, Abderhalden and 
Aschein. Hegar pointed out the compressibility and power of folding 
of the anterior abdominal wall due to the free movement of the cells on 
each other. He compared the consistence of the abdominal and uterine 
walls in the non-pregnant and pregnant conditions with that of a piece 
of solid rubber and a sorbo-sponge respectively. He also observed the 
casy compressibility of the vaginal wall over the ischial spines so that 
these can be felt without difficulty. The next great advance was the 
diagnosis of pregnancy by Abderhalden from an examination of the blood 
and the demonstration of a reaction product. Lastly, the work of Ascheiim, 
showing the excessive amount of anterior pituitary hormone in the urine 
of pregnant women, which, for the first time, makes a physical examination 
for the diagnosis of pregnancy unnecessary. 


Manoiloff’s pregnancy reaction. 


Gymnich reviews Manoiloff’s pregnancy reaction from his own experi- 


ence. The reaction is performed by adding 0.3 ¢.c. of clear serum to one c.c. 


of a two per cent watery solution of diuretin; after shaking, one drop of 
a o.2 per cent alcoholic solution of nile blue is added. If the patient is 
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pregnant the solution becomes colourless, yellow, or pinky-yellow within 
one hour. If the patient is not pregnant it remains blue or violet, 

The accuracy of the results varies from 100 per cent late in pregnancy 
to 68 per cent early in pregnancy. His 105 cases were composed of 37 non- 
pregnant women, 59 pregnant women, nine puerperal women, 15 patients 
with carcinoma, and six patients with tuberculosis. The test was positive 
in 4o per cent of the cases of carcinoma, and negative in all the cases of 
tuberculosis. In 16 healthy non-pregnant patients it was positive in 13 
per cent; in 46 cases of pregnancy between the filth and tenth months it 
was positive in 94 per cent; in 13 cases of pregnancy before the filth 
month it was positive in 61 per cent; and in the nine puerperal cases it 
Was positive in 100 per cent. 

From these results the author concludes that the reaction allows of 
too many fallacies to permit it to come into general use as a diagnostic 
method when an accurate diagnosis is required, 


On the value of Manoilofi’s pregnancy reaction. 

Goldschmidt-Furstner points out that the simplicity of Manoilotl’s 
pregnancy reaction makes it a most desirable one if it were more reliable. 
During the first three months of pregnancy it gives positive results only 
in 31.5 per cent of cases; therefore it cannot be relied upon. 


Unilateral uniovular twin pregnancy with feettis 30 cm. long. 

Deichgraber describes a case of uniovular twin tubal pregnancy in 
which the fcetis reached a length of 30 centimetres. The case was diag: 
nosed as one of normal pregnancy, i spite of pain in the lower abdomen 
alter the first month, until the rupture took place. At the operation the 
amniotoc sac was found to be in the position of a secondary abdominal 
pregnancy, The date of the primary rupture could not be established 
from the history. The patient made an uninterrupted recovery after 
operation. 


The venous blood-pressure in some cases of habitual abortion 

Daneff has investigated 60 cases of abortion which came under his 
observation during the last four years, He would classify eight of these 
cases as habitual. In the cases in which no obvious cause of abortion, 
such as lues or local uterine disease, could be found, an estimation of the 
venous blood-pressure in the antecubital space and in the uterine veins was 
undertaken. This estimation was carried out by a water manometer 
connected to a long rubber tube and needle five centimetres in length. 
By this means he found that the normal intermenstrual venous blood- 
pressure was from cight to 12 centimetres; in six of the patients investi- 
gated it was 1.14, 2.24, 3.15, 4.18, 5.16, 6.20 millimetres of water in the arm. 

To obtain the pressure in the uterine veins the needle was inserted 
directly outwards for one or two centimetres through the lateral fornix. 
The uterine plexus was easily reached and the pressure was found to be 
1.18, 2.35, 3-24, 4, 5.34, and 6.26 millimetres of water respectively in the 
six cases. Microscopically he found that there was a widening of the 
vessels of the endometrium. Examination by the clectrocardiograph and 
X-rays showed that the left ventricle was hypertrophied. He found that 
the raised bleod-pressure was influenced by pituglandol, and that the 
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bleeding of threatened abortions in these cases was arrested by that drug. 
As a prophylactic measure he treated the patients with digitalis, calcium 
and a vegetable diet. 


R. HL. 2B. Adamson. 


Monatsschrift fur Geburtshulfe und Gynakologie. 
Festschrift for Walter Stoekcl on his sixticth birthday, March 14th, 1931. 
Marburg, 1go7—1910. 
Cystic degeneration of the graft after extra-peritoneal transplantation of 
the ovary. K. Mayer. 

The diagnostic value of interferometric in gynecology and midwilery. 
H. Sieber. 

Statistical requirements for the organized fight against cancer. P. Esch. 

A contribution to gymecological urology. A. Bauercisen. 

Experiment for a rapid method of identifying blood corpuscular loss. 
G. Linzenmeier and M. Rodecurt. 


Kiel, 1910-1922. 

Uterus bicornis unicollis and its influence on fevtal presentation : 
obstetric treatment. ©. Holine. 

The treatment of dysmenorrhuea. E. Langes. 

The infiltration method of Stoekel in vaginal operations. H. Friedrich. 

The functional findings of the vesical orifice of the ureter after previous 
nephrectomy or division of the ureter. B. Ottow. 

Pregnancy and delivery after Ceesarean section. R. Hornung. 

X-ray studies on cwtiology of urethral incontinence. F. vy. Mikulicz- 
Radecki. 

Atypical rupture of the uterus after previous fundal Cresarean section. 
R. Hinrichs. 

The «wtiology and symptomatology of hepatic peritonitis, A. Horvat. 


Leipzig, 1922-1926. 

An operation for vesico-genital fistulae. B. Schweitzer. 

Gynecological and obstetrical experiences in Canton, South China. 
G. Frommolt. 

Help in diagnosis and treatment from interferometric blood examination. 
H. Hirschberg. 

Carcinoma of the ovary causing dystocia in labour. E. Schwarzkopf. 

The abortion problem in Jugoslavia. F. Ivanyi. 

*The diagnosis and treatment of extra-vesical openings of the ureters. 
Kk. Schroder. 

The morphology and physiology of the endometrium. P. Caffier. 

A case of extraordinary presentation of the foetal head at the pelvic inlet 
and a consequent deep indention of the skull, V. Ohnesorge. 

X-ray dosage in deep therapy. E. Gross, 

The diagnosis of the tissue replacement and new vrowth at the external 
orifice of the female urethra. 1,. Motiloff. 

Chorion-epithelioma in the male, with a strongly positive Ascheim- 
Zondek reaction. Rady. 
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The occurrence of fibroma, myoma, and congenital polypi of the urethra. 
R. Meyer. 
The action of the anterior pituitary gland and the placenta on the endo- 
metrium of the rabbit. E. Philipp. 
Pessary pressure and carcinoma of the vagina. G. vy. Wollf, 
The technique of the investigation of the condition of the female genitalia. 
k. F. Schultze. 
Artificial central rupture of the cervix in premature delivery at the sixth 
month of pregnancy. W. Dunkel. 
Lymphocystic fibromata of the uterus. C. Kaufmann, 
The morphological maturity of genital carcinoma, and the indications for 
treatment by radiation. G. Déderlein. 
Bilateral primary carcinoma of the Fallopian tubes. M. Speiser, 
Local and regional anesthesia with percaine in midwifery. 1. Litten. 
Recent gastric uleer with hemorrhage in the new-born. R. Kobes. 
X-ray examination of the symphysis pubis in pregnancy. W. Muller. 
‘the prognosis in generalized pseudo-mucinous cystic disease of the 
abdomen, W. Schley. 
Gynecological urology, adnexal tumours and the urinary tract. H. 
Kamniker. 
The treatment of the febrile delivery, S. Ernst. 
Mistaken gynecological diagnosis in renal abnormalities and genital 
maldevelopments. E. Markus. 
Decapitation after perforation of the fore-coming head, G. Schafer, 
The occurrence of normal cartilage in the endometrium. H. Roessler. 
Endometrioma of the anterior vaginal wall. H. Uebermuth., 
Fatal post-operative embolism. Z. v. Szathmary. 
Granulomatous tumours. K. Habbe. 
The question of sterility ; in particular, the results of operative treatment, 
H. Kraatz. 
The after-results of the plastic operation for urethral incontinence. 
I. Kanisch. 
A case of urethral prolapse in a young girl. Kk. Retzlaff. 


The diagnosis and treatment of extra-vesical openings of the ureters. 


Schroeder describes a case of double ureters in which one orifice opened 


extra-vesically on each side, while the other orifice opened at the external 
urethral orifice on one side and in the anterior vaginal wall on the other. 
The patient, a woman of 38 years, was discovered to have vesical control 


and urinary incontinence when she was admitted for a mammary adenoma, 
She had been examined by 14 different doctors without recognition of the 
condition. After examination and ureteral catheterization to demonstrate 
the condition a lumbar incision was made in the right side. The super- 
numary ureter and the small upper peivis of the kidney were removed. 
The patient is now awaiting a second operation to cure the condition on 
the left side. 
R. H. B. Adamson, 
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Miinchener Medizinische Wochenschrift. 
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January 16, 1931. 
*The technique of auto-blood transfusion in cases of massive intra-abdominal 
hiemorrhage. H. Knaus. 
*The deadening of birth pains by means of Sellheim’s scopan. HF. Jaeger. 
January 23, 1931. 
“Sixteen years’ experience with “eminin’’? therapy. O. O. Fellner. 
January 30, 1931. 
*Thrombosis and embolism considered from the gynecological standpoint. 
A. Mayer. 
The occurrence and prevention of post-operative pulmonary complications. 
H. Reinberg. 
*The early diagnosis of carcinoma of the uterus. E. Vogt. 
*The early recognition of carcinoma of the cervix by the general 
practitioner. K. Kaiser. 
*The position adopted by the Roman Catholic Church towards emptying the 
uterus, E. G. v, Neipperg. 
On the «etiology, frequency and treatment of carcinoma of the uterus. 
S: Peller. 
February 6, 1931. 
Experience with pyridium in septic conditions. KF. Miller. 
Our experiences with the new “Athrombit”? blood transfusion apparatus. 
Hl. Dresler, 
February 13, 1931. 
Phosphate therapy in gynecology. H. Nathortf. 
February 27, 1931. 
*“Weterologous sexual hormones and the hormonal sterilization of male 
animals. W. Reiprich. 
*The time during which a woman is capable of conception. IL. Knaus. 
Methods of birth control, H. Albrecht. 
March 13, 1931. 
Studies in sex physiology, M. A. Déderlein and D. Gostimirovié. 
*A new pregnancy reaction based on the presence of hormones of tlic 
anterior lobe of the pituitary in the urine. D. Gostimirovié. 
#QOn the sweet-breath of new-born children. W. Hilbebrandt. 
Considerations on the question of the excess of male infants and the 
influencing of the sex at will from the point of view of race hygiene. 
W. F. Pfannenstiel. 
March 20, 1931. 
#Quadruplets diagnosed by X-rays. Obstetrical notes on the case, 
Hermstein and G. J. Pfalz. 
March 27, 1931. 
*The study of blood groups and twin pregnancy. H, Merkel. 
*Perforation of the uterus by a foreign body which passed into the peritoneal 
cavity without causing any reaction. E, Fels. 
*~he treatment of hyperemesis gravidarum with glucose and insulin. 
I. Kriss. 
April 3; 103%. 
The influence of diet on tissue formation. A. Hermannsdorter. 
Studies in sex physiology. M. Borst, A. Déderlein and D, Gostimirovié. 
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The rut cycle as a control of ovarian function. D. Gostimirovié. 
*Kffecton. An hormonal aphrodisiac. Kronfeld and Sarason. 
*Sistomensin in large doses. H. Wintz. 


The technique of auto-blood transfusion in cases of massive intra-abdominal 
hemorrhage. 

Knaus, having had the unpleasant experience of losing three patients 
on whom he operated for ruptured ectopic gestation between the years 
1924 and 1928, has devised a simple apparatus for the auto-transfusion of 
blood. The blood is removed from the abdominal cavity with a ladle 
and passed through a sieve. It may be injected, without the addition of 
saline solution, intravenously, either immediately after it has been 
collected or at the conclusion of the operation. The author refers to the 
value of the serum, apart from the blood corpuscles, and claims to have 
used the method with complete success, and without any subsequent un- 
toward symptoms, in nine cases, 


The deadening of birth pains by means of Sellheim’s scopan. 

Jaeger concludes that neither pernokton nor avertin are suitable drugs 
for general use in midwifery. His experiences with scopan, which is a 
mixture of scopolamin and pantopon, introduced by Sellheim to deaden 
the pains of the actual delivery, have been favourable, but he opposes 
Sellheim’s suggestion that this preparation should be placed in the hands 
of midwives. 


Sixteen years’ experience with ‘‘Feminin’’ therapy. 

Feminin is a colloidal preparation made from the corpus luteum and the 
placenta, which may be given by subcutaneous injection, in the form of 
suppositories or, least satisfactorily, by the mouth, Fellner, who intro- 
duced the preparation, claims to have obtained good results from its 
employment during the last 16 years in the following conditions : amenor- 
rhoea, hypoplasia of the uterus, sterility associated with aplasia of the 
uterus, menorrhagia, affections of the skin associated with menstruation 
and amenorrhcea, dysmenorrhoea, under-development of the breasts, 
disturbances associated with the menopause, frigidity, adiposity secondary 
to amenorrhcea, post-climacteric arthropathies and hyperemesis gravi- 
darum. ‘The author also claims to have caused the breasts of a male 
volunteer to develop, to have removed a feminine beard, and to have 
restored youthful appearances. Feminin causes the wnder-developed 
uterus to increase in size, adjusted by the uterine sound, and Fellner is 
hopeful that, if given in larger doses, it will serve as the ideal method of 
birth control. 


Thrombosis and embolism considered from the gynecological standpoint. 

Mayer complains that, although thrombosis occurs most frequently in 
the veins of the legs and pelvis, the subject has not excited much attention 
in the gynecological literature. At Tiibingen the incidence of puerperal 
thrombosis has not altered, but that of embolism has increased threefold 
since the war. In the gynecological department the incidence of throm- 
bosis has doubled, while that of embolism has trebled since the war. The 
author believes that the etiology of thrombosis is obscure, but he 
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considers that the post-war generation in Germany is liable to suffer 
from an unsatisfactory circulatory system. The classical symptoms of 
fever, pain and swelling of the legs are not always associated with throm- 
bosis, and the diagnosis of the condition may be very difficult, Emboli 
are more likely to arise from occult thrombi than from those which are 
infected, and occur twice as often alter operations as after labour, The 
onset of both conditions is most likely to occur at the end of the first week 
and during the second week after labour or operation. The Tiibingen 
figures suggest that neither age nor sex, in themselves, are predisposing 
factors, although pregnancy causes a greater proportion of women to be 
affected. Mayer discusses the prophylaxis of emboli and lays stress on 
the necessity for strict asepsis, scrupulous hemostasis and the close 
apposition of tissues divided at the operation. He considers that the 
damage to the liver, caused by the anzesthetic, may lead to the formation 
of thrombi and their subsequent separation. The diagnosis of pulmonary 
embolism may be extremely difficult, but in those cases in which the 
diagnosis is certain and the patience in extremis, nothing can be lest, and 
everything may be gained, by performing Trendelenburg’s operation. 


The early diagnosis of carcinoma of the uterus. 

Vogt points out that if carcinoma of the uterus is diagnosed sufficiently 
early a cure may be effected, either by operation or by radium. The fight 
against cancer of the uterus lies largely in the hands of the general prac- 
titioner. After discussing the early signs and symptoms of the disease, 
he describes the method of making a thorough clinical examination, which 
includes running a probe into the growth, but asserts that tissue should 
be removed for diagnosis only at a gynecological clinic. 


The early recognition of carcinoma of the cervix by the general practitioner. 

Kaiser recognizes that the general practitioner is a busy man, but 
considers that if he prescribes ‘drops’? for a woman at the menopause, 
who complains of irregular bleeding, without first introducing his finger 
into the vagina, he should be condemned to visit the inoperable cases of 
cancer in the wards of a large hospital twice daily for three months. He 
has recently seen two prostitutes with inoperable carcinoma of the cervix, 
although they were supposed to have been examined at regular intervals 
for the signs of venereal infection. He also cites the case of a woman who 
was adinitted to a large hospital and operated on for appendicitis although 
she had a large cauliflower carcinomatous erowth of the cervix, and claims 
that a woman should not be operated on for appendicitis without a 
picvious vaginal examination. 


The position adopted by the Roman Catholic Church towards emptying the uterus. 

Neipperg states that the Roman Catholic Church teaches that the 
ovum, the moment it is fertilized, possesses an immortal soul and is a 
homo animatus possessing the jus vite. The Church only admits two 
reasons for the taking of life: (1) Occisio malefactoris ; (2) Occisio iniusti 
ageressoris. Since the faetus can neither be a malefactor nor an iniustus 
agveressor, it must not in any circumstances be destroved. The violation of 
this law is a severe crime, punishable by excommunication. The Church 
distinguishes between the induction of miscarriage and the induction of 
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premature labour. The later operation is permissible, in the interests 
of the mother, in such conditions as contracted pelvis and hydrocephalus, 
but may never be performed earlier than the 28th week of pregnancy. 


Heterologous sexual hormones and the horinonal sterilization of male animals. 

Reiprich concludes that it is possible to cause the sterilization of male 
animals by means of hormones from the female sexual glands. Sexual 
connexion is not influenced, but sterilization is effective even although 
spermatozoa are found in the testes. 


The time during which a woman is capable of conception. 

Knauss asserts that healthy women, having regular menstrual cycles 
of 26 or 30 days, can only become pregnant between the ninth and the 
seventeenth days of the menstrual cycle. Lactation, inanition, change of 
climate, chronic illness and metabolic disturbances may interfere with 
ovulation and upset this generalization. Although spermatozoa may live 
in the Fallopian tubes for some time, the author believes that they lose 
their power of fertilizing an ovum after 48 hours. He therefore concludes 
that pregnancy may be avoided by healthy women, having a regular 
menstrual cycle of .26 or 30 days, providing they abstain from sexual 
intercourse during the nine days of fertility, 


A new pregnancy reaction based on the presence of hormones of the anterior lobe 
of the pituitary in the urine. 

Gostimirovie states that Brouta and Simonet have carried out the 
Ascheim-Zondek reaction in male mice, but as their test takes six or ten 
days to complete it is not likely to be adopted. The author has found 
that the concentrated urine of pregnant women, when injected into male 
mice, causes in 100 hours a ripening of the testis and an enlargement of 
the seminal vesicles. Urine from cases of genital carcinoma, amenorrhcea, 
or from women at the menopause or from those who have been castrated, 
does not give a similar reaction, It is hoped that, with further elaboration 
of the test, these changes in the testes and seminal vesicles may be 
demonstrated macroscopically. 


On the sweet breath of New-born children, 

As Hildebrandt was carrying his eldest son, the day after he was born, 
to his mother to be fed, he was surprised to notice that the infant’s 
breath smelt of acetone. This odour, which he has detected in all of his 
four sons, does not occur until the second day, and disappears on the 
fourth day after birth. His midwife, an experienced woman, had often 
detected the same odour in other children. No acetone was found in 
the urine. The author points out that heavy smokers and heavy drinkers 
would not be able to appreciate the delicate smell, neither could it be 
detected if much scent was used in the room. Many substances have an 
odour similar to acetone and it would be interesting to know what substance 
Was present in the infant’s breath. 


Quadruplets diagnosed by X-rays. Obstetrical notes on the case. 
The X-ray pictures taken by Pfalz show not only four foetal skulls, 
but the placental and umbilical veins. The four feetis, two male and two 





434 Journal of Obstetrics and Gynecology 


female, were between the seventh and eighth months of development. 
They died within three hours of delivery. Labour was slow but unevent- 
ful. The history was one of a well-marked tendency to multiple pregnancy 
in the father’s family. 


The study of blood groups and twin pregnancy. 

Merkel suggests that the vexed question of super-fecundation may 
ultimately be settled by the study of the blood-groups of twins. He cites 
a case that has recently attracted a great deal of attention in the lay 
press in Sweden, in which a man claimed that he was not the father of 
twins born to his wife. The mother belonged to the blood-group O=00, 
and the male twin to the same group. The female twin belonged to the 
blood-group A=Ao, and the husband to O=o00. The specialist stated 
that the husband could not be the father of the girl, but that the tests 
did not make it impossible for him to be the father of the boy. The author 
points out that should the other man prove to belong to the blood-group 
AR, then it would be impossible for him to be the father of the boy, and 
super-fecundation would be proved. In any case, he believes that future 
cases, investigated along these lines, will ultimately settle the question, 


Perforation of the uterus by a foreign body which passed into the peritoneal cavity 
without causing any reaction. 

Fells reports the case of a woman who was aged 31 and the mother of 
one child. Twelve days before her admission to hospital, fearing herself 
pregnant, she had given herself a douche. During the manoeuvre the 
rubber tubing sipped off the nozzle, which became lost in the uterus. 
Half an hour later she vomited, and since then she had felt a bearing-down 
feeling in her belly. On examination a madodorous bloody discharge was 
seen to issue from the cervix, but the temperature and pulse-rate were 
normal. The nozzle was found lying close to the thickened anterior 
patietal wall of the peritoneum. The woman made an uninterrupted and 
aiebrile recovery. Katz collected 54 cases from the literature in which 
various objects introduced into the uterus had passed into the peritoneal 
cavity. Of these, five were not pregnant; in three the pregnancy con- 
tinued ; and of the remaining 48, seven died. The mortality was therefore 
16.6 per cent. 


The treatment of hyperemesis gravidarum with glucose and insulin. 

Kriss reports a severe case of hyperemesis gravidarum in which leucin 
crystals appeared in the urine. She became worse after the uterus was 
evacuated, but subsequently improved after treatment with glucose and 
insulin, She was given 150 ¢.c. of a 4o per cent solution of glucose per 
rectum and 15 units of insulin twice daily. The author is enthusiastic 
about this simple treatment, which can be carried out in the patient’s 
home. 


Effecton. A hormonal aphrodisiac. 

Sarason has made a preparation consisting of testicular extract, the hor- 
mones from the anterior lobe of the pituitary, caffeine, and a little alcohol. 
Effecton can be taken in sherry, shortly before the sexual libido is 
required, The author is making a similar preparation for women. 
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Kronfeld has used this preparation with success, and gives notes of the 
cases he has treated. 


Sistomensin in large doses. 

Sistomensin is a preparation of the lipoid group from the corpus luteum 
oi the cow, suspended in oii. Wintz has treated not. only cases of menor- 
rhagia with this preparation, but also 125 cases of dysmenorrhcea. He 
advocates an injection of five c.c. of sistomensin daily for the five or six 
days preceding the period, and for the three or four days of the flow. 
Improvement must not be expected at once, but after three months’ 
treatment the pain should disappear. Sistomensin tablets should then be 
taken by the mouth for several months. The injections are liable to be 
painful, and the dry needle should be introduced well into the subcu- 
taneous fat before the solution is injected. In thin subjects it is advisable 
to inject the preparation intra-muscularly. 

G. W. Theobald. 


Annali di Ostetricia e Ginecologia. 
January, 1931. 
lhe cause and prophylaxis of natal and neonatal mortality at the Milan 
Hospital, 1927—1930. Cattaneo. 

The influence of premature and early rupture of the membranes on 
puerperal disease and natal mortality. Vozza. 

The Gynecological Section of the Cancer Hospital of Milan. (First two 
years of its existence.) Moglia 

The first year of the tuberculous obstetrical section in the Milan Obstetric 
and Gynecological Hospital. Castelli. 

Necessary developments of the Obstetric and Gynzecological Hospital in 
Milan. Moretti. 

February, 1931. 

“Experimental research on sudden placental detachment: The effects of 
acute ot protracted histamine intoxication in gravid guinea-pigs. 
Bompiani and Addessi. 

*Sarcomatous leiomyoma of the vulva. Silva. 

*The dehydrogenative functions of the placenta: Glutation. De Candia. 

Oxygen and carbonic acid content of the blood of the umbilical veins 
during physiological apnoea. Bidone, 


Experimental research on sudden placental detachment: The effects of acute or 
protracted histamine intoxication in gravid guinea-pigs. 

In cases of pregnancy toxzemia a rise in the histamine content of the 
piacental cells has been noted. Bompiani and Addessi have carried out 
a series of experiments on gravid guinea-pigs to ascertain if histamine 
intoxication determines early and sudden placental detachment. 

The results of their experiments do not allow them to conclude that 
histamine is the cause of pregnancy toxzemia or of placental detachment. 
Nor do they find that the centre of toxic production lies in necrobiosis of 


N 
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placental tissue, or at the level of retro-placental coagulation, They can 
only say that it is possible to provoke, by injection of histamine, changes 
in the liver, kidneys and placenta of gravid guinea-pigs analogous to 
alterations in the organs of women who have died from pregnancy 
toxeemias. Their research has not solved the mechanism of the action 
of histamine. It may be due to excitement of the vagus, paralysis of the 
sympathetic, or to a direct congestive action on the blood vessels. 


Sarcomatous leiomyoma of the vulva. 

Silva describes a case of sarcoma of the vulva which is interesting 
because of the infrequency of vulval sarcoma, and also because of its 
histological characteristics. The patient, aged 46, had four children. She 
had not had any previous diseases worthy of note. For five years she had 
noticed a small lump on the left labium majus. At first it increased in 
size very slowly, but before coming to hospital it was growing more 
rapidly, though it gave little inconvenience. It was now about the size of 
a nut and had a short pedicle. The inguinal lymphatic glands were not 
enlarged. The tumour was removed under local anesthesia, and two 
treatinents with Réntgen-rays were given to the region of the excision. 

Histological examination showed a difference in the tissue of the 
tumour. One part might be described as leiomyomatous but the other 
was clearly sarcomatous. Silva considers that the sarcoma had developed 
as a secondary stage in the myoma. He discusses its possible origin, from 
blood-vessels, the round ligament or the muscular fascia. He concludes 
that it had developed from the sub-cutaneous fibro-muscular tissue cor- 
responding to the dartos muscle in man. 


The dehydrogenative functions of the placenta: Glutation. 

De Candia has studied the dehydrogenative processes of the placenta 
by means of investigating the results of dosage with Hopkin’s glutation. 
Normal placentze were examined before and at term, as well as syphilitic 
and albuminuric placentse. Besides the other functions usually recognized 
as placental, he finds that the placenta acts as an organ of respiration. 
This delicate function develops rapidly at the end of pregnancy and is 
proportional to the feetal development and to the extent of the placental 
surface, It is also related to certain diseases connected with pregnancy. 


J. H. Filshill. 


Revista Italiana di Ginecologia e d’Obstetrica. 
December, 1930. 
*The treatment of septic mole. Cardoso, 
*Phe uterine souffle and diagnosis of placental detachment. Ferreira, 


January, 1931. 
Twenty-filth anniversary of the Journal. 
*Pelvic varix. Clinical siens and treatment.  Paixio, 
Bubo? Syphilis? De Souza, 
Kiclland’s forceps. Lantuéjoul, 
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February, 1931. 
*Complications in a case of central placenta praevia. Machado. 
Organization of a gynecological clinic; surgical and gynecological units 
in the hospital at Gambéa. Salgada. 


The treatment of septic mole. 

Cardoso describes two cases of infected mole on which he has recently 
operated. The first patient was aged 27. She was pregnant for the fifth 
time. Abortion had been artificially induced in the fourth month of her 
third pregnancy. In the third month of the fifth pregnancy she had 
developed metrorrhagia associated with heematemesis and epistaxis. For a 
month she stayed in bed under medical treatment without improvement 
in the symptoms. Then expulsion of vesicles occurred followed by rigors 
and a rise of temperature. She was removed to hespital and after her 
admission the diagnosis of infected mole with adnexitis and _ peivic 
peritonitis was made. Vaginal hysterectomy with bilateral salpingo- 
obphorectomy was performed, numerous small cystic masses were found 
in the uterus and in and round the adnexa. The post-operative progress 
was excellent and recurrence of the growth has not taken place. 

The second patient, aged 31, was pregnant for the third time. Her 
second pregnancy had been artificially interrupted at the second month. 
A month after becoming pregnant for the third time she began to suffer 
from attacks of hemorrhage. These attacks usually lasted for three days. 
She was sent to hospital, and on examination a soft tumour, about the 


size of a foetal head, was detected in the hypogastrium. A few days later 
part of a vesicular mole was spontaneously expelled. After curettage the 
patient’s temperature fell and she made a speedy recovery. Some time 
later she returned to hospital with chorion-epithelioma. Vaginal hyster- 
ectomy was performed, and up to the present the patient seems com- 
pletely cured. 


Cardoso notes that spontaneous expulsion of the entire vesicular mole 
is recorded in only a few cases. Retention of molar remains adherent to 
the uterine wall is usual, and his cases were no exception to the rule. 
Since his second patient was in good general health with the tumour in 
an early stage and free from complications he had hoped that curettage 
would be sufficient. In the first case, hysterectomy was the sole expedient 
in view of general and local conditions. He chose the vaginal method since 
the shock is less, the peritoneum is less involved and drainage is easier, 


The uterine souffle and diagnosis of placental detachment. 

Ferreira ennumerates the recognized signs of detachment of the 
placenta after the birth of the child, and the reasons why, in the interests 
of the mother and the attendants, it should be extracted as soon as it is 
loose in the uterus. He considers that detachment cannot be categorically 
affirmed from any of the signs, and hopes that from the uterine soutile a 
positive diagnosis of placental detachment may quickly be made. He then 
discusses various hypotheses as to the origin of the sound and expresses 
himself in agreement with the views of Kergaradec, who believes that the 
souffle is located in the placental vessels. After describing six cases which 
he has observed, he says, he draws the conclusion that ‘the uterine soufile 
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originates in the placental insertion.’’ ‘Therefore, -letachment of the 
placenta, after birth of the child, may be diagnosed from cessation of the 
souffle. Except in cases of premature detachment the souffle is always 
heard till the child is born. 


Pelvic varix. Clinical signs and treatment. 

Most classical authors did not consider that pelvic varix is a clinical 
entity, but a secondary condition due to pelvic congestion and contributing 
to an increase of the congestive symptoms. Paixao, therefore, thinks it 
of interest to describe a case in which the symptoms warranted the 
diagnosis made, that of chronic endometritis, bilateral salpingitis and left 
odphoritis. When laparotomy was performed, it was found that all the 
lesions diagnosed were absent but that there was a pelvic varix, the chief 
trunk affected being the left utero-ovariam. Castafio’s operation was 
performed. Later the patient returned to let the surgeons know that she 
had not suffered pain and was in excellent health after the operation. 

Primary pelvic varix may cause various symptoms and may sometimes 
respond to medical treatment. Castafio’s operation is not always successful 
though the case described demonstrates its value. Paixao advocates its 
association with uterine ventral fixation, especially in cases in which the 
uterus is retroverted. The early diagnosis of pelvic varix is difficult 
unless the bunches of hardened veins can be felt. Sclero-cystic ovaritis 
is a frequent consequence and accompaniment, 


Complications in a case of central placenta previa. 

Machado describes unexpected complications which arose in connexion 
with a case of central placenta praevia. The patient, aged 30, was almost 
at term in her seventh pregnancy. She had travelled 13 hours by rail 
to be with her parents at the time of the confinement. On arrival she 
found severe hemorrhage had begun. A doctor diagnosed central placenta 
previa and ordered her immediate removal to hospital. After admission 
she was in such a state of collapse that Caesarean section was immediately 
performed. The foetal heart sounds had not been heard before the operation. 
The child was presenting by the breech. It was dead when extracted. 

For some hours the woman went on well and then a state of extreme 
shock supervened. The usual injections, such as pituitrin, were given in 
vain. Finally transfusion of blood (400 c.c. of citrated blood) was carried 
out. Before it was finished dyspnoea stopped and the pulse becan: 
stronger. Next day she seemed remarkably well and continued well for 
three days when she developed rigors and a rise of temperature. The 
question arose whether these symptoms were a late reaction to the trans- 
fusion of blood or the beginning of sepsis. Examination of the uterus, th 
lochia and the urine showed nothing abnormal. The rise of temperaturc 
persisted in the evening. 

Fortunately it was remembered that she had been temporarily resident 
in a marshy zone. A blood film sent for examination revealed acute mixed 
infection of plasmodium and vivax. The treatment for composite plasmo- 
dium was given. The rise of temperature still occurred. The attacks 
ceased, The uterus had involuted normally and the scar had healed by first 
iuitention, 
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Machado discusses the treatment of the case. On account of the 
intensity of the hamorrhage and the collapsed state of the patient dilatation 
and version would have taken too much time. He notes the excellent result 
which resulted from the transfusion. This is the best treatment for 
hcemorrhagic shock. Malaria, beginning in the first days of the puerperium 
was actually overlooked. The infection did rot come from the blood donor, 
for she had never suffered from the disease. The patient hitherto immune 
must have been stung a few days before admission and operative treatment 
had precipitated an attack of malaria, 
J. H. Filshill. 


Annales Instituti Obstetrici et Gynecologici Universitatis 
Helsinki-Helsingfors. 


*Complications in accouchement caused by prolapse of the umbilical cord, 
their treatment and the results of treatment. Manthi Siirala. 
*Membranous insertion of the umbilical cord. Paavo Jokela. 


Complications in accouchement caused by prolapse of the umbilical cord, their treat- 
ment and the results of treatment. 

Material of Siirala’s investigation was obtained from the obstetrical 
clinic in the Helsingfors University between 1912 and 1926. The number 
of cases is 125. During this time 31,038 confinements have taken place, 
and the percentage of births complicated by prolapse of the umbilical 
cord was 0.39. The cases included 13 (10.5 per cent) cases of twin pregnancy 
and 19 (15.5 per cent) premature births. Twenty-six per cent of the patients 
were primiparee, and 74 per cent were multiparee. In at least 26 cases there 
had been complications in former confinements. Among the cases of 
prolapsed cord the child presented by the vertex in 66 per cent, by the 
breech in 22 per cent, and by the shoulder in 12 per cent. The pelvis 
was generally contracted in 30 cases, and flattened in seven cases. The 
average length of the prolapsed cord was 63.3 cm. Delivery was spon- 
taneous in 26 cases of prolapsed cord. Replacement was performed eight 
times, extraction of child 27 times. The child was delivered by the forceps 
in 12 cases, by version in 46 cases, by Braxton-Hick’s method of version 
in two cases, after craniotomy in three cases, and by Czesarean section in 
one case. In all, 59.2 per cent of the children were born alive. The foetal 
mortality was, therefore, 40.8 per cent. The foetal mortality in primiparae 
with prolapse of the cord was 62.5 per cent, and in multiparee it was 34.8 
per cent. 

The author gives information in separate tables regarding the signifi- 
cance of the degree of cervical dilatation in the prognosis to the child. 
He also shows the importance of the length of the cord in vertex presenta- 
tions, and, finally, the effect of the time taken in replacing the cord. 

The author gives special attention to abdominal Czesarean section in 
the treatment of prolapse of the cord. He thinks that Cresarean section 
would have been successful in six per cent of the cases which were 
unsuccessful when otherwise treated. The maternal mortality was nil. 
In 71 cases the confinements were normal. A minor degree of endometritis 
or parametritis was noted in 29 per cent of the cases. 





440 Journal of Obstetrics and Gynecology 


Membranous insertion of the umbilical cord. 

Jokela reports 137 cases (six per cent) of membranous insertion of 
the umbilical cord occurring in the Obstetrical Clinic at Helsinki. The 
complications caused by this are early interruption of pregnancy, tearing 
of the cord, compression of the umbilical vessels in the cord, prolapse of 
the cord, and detachment of the whole cord. Eighty-eight per cent of the 
children were born alive. In three cases the insertion of the cord was the 
immediate cause of death, twice through tearing and once through com- 
pression of the blood vessels. He gives a description of the cases and 
of the form of placental implantation. One of the cases of laceration was 
very unusual. Between the uterine wall and the amnion a haematoma had 
formed through bleeding from the child, It resembled an early detachment 
of the placenta when viewed from the maternal side. In two cases of torn 
vessels the child was born alive. 

Special consideration is given to cases of compression of the blood 
vessels. Prolapse of the cord was found nine times more frequently in 
cases of membranous insertion than in cases of normal insertion, A 
history of previous inflammatory lesions was ascertained in many of the 
cases. Caesarean section is recommended as the best treatment in cases in 
which the vessels are felt in the amniotic sac, and a diagnosis of mem- 
bianous insertion is made. This should be performed before the child’s 
life is endangered. 


J. H. Filshill. 


The Japanese Journal of Obstetrics and Gynecology. 


Vol. xiii, No. 5, October, 1930. 
*Blood-groups in Obstetrics and Gynecology. Part II. 
immature human foettis. M. Oku. 
*Blood-groups in Obstetrics and Gynecology. Part III. 
of various organic cells in human foetfis. M. Oku. 
*Puncture injection of the lymphatic system before pan-hysterectomy for 
cancer of the uterus. Sh. Ando. 

The relation between the prolongation of pregnancy and labour. D. She. 

An experimental investigation of the effect of the nervous system on the 
function of the genital organs. Part V. The relation between the 
inaturation of the genitals due to Zondek’s and Ascheim’s hormone of 
the anterior pituitary lobe and sympathectomy. K. Minamikawa., 

*Birth injuries of the new-born, Part IV. Experimental investigation ol 
the mechanical process of intra-cranial haemorrhage in the new-born. 
H. Yagi. 

The effect of insulin upon the body weight of immature and premature 
infants. Y. Katsu, 


Blood-groups of 


Group specificity 


Blood-groups in Obstetrics and Gynecology. Part II. 


Blood-groups of immature 
human feetis. 
This work represents the result of a detailed investigation of the blood- 
groups in foettis of various ages, and a large number of experiments 
have been conducted, The results are propounded in detail, and it was 
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found that the iso-hemo-agglutinogen in the erythrocytes of the foetus 
could usually be demonstrated up to the beginning of the third month 
of pregnancy and, in favourable circumstances, up to the second month of 
pregnancy; in all cases these agglutinogens made their appearance in 
accordance with the law of inheritance of the blood type. The methed oi 
determining paternity by means of the blood-group has initherto been 
applied only to human beings after birth, but, as a result of this investi- 
gation, this method has been shown to be applicable to the fcetus of the 
second cr third month, ‘The author suggests that this will prove of great 
importance in problems of forensic medicine. 


Blood-groups in Obstetrics and (iynxcology. Part II]. Group specificity of various 
organic cells in human feetis. 

This experiment was conducted on the same lines as the experiments 
described in the preceding article. The author concludes that various 
organic cells in the human foetus, as in the human adult, have a group 
specificity which corresponds exactly with the group of the blood. This 
group specificity can be traced back to the end of the third month of 
pregnancy. That the specificity cannot be demonstrated before the latter 
part of the third month is due to the small volume of the foetal organs. 
In the brain, it cannot be demonstrated at any period of pregnancy. ‘The 
author indicates the importance of this work in cases of medico-legal 
interest. 


Puncture injection of the lymphatic system before pan-hysterectomy for cancer of 
the uterus. 

The author has devised an ingenious method for demenstrating the 
lymphatic channels and lymphatic glands in those cases of carcinoma olf 
the cervix uteri which are subsequently to be subjected to operative 
treatment. It consists of the injection of a solution of Japanese ink into 
the submucous coat of the vagina. The ink enters the lymphatics, and 
if injected into the posterior and lateral vaginal fornices, the whole 
lymphatic system of the cervix and upper vagina can be displayed. This 
was performed in 16 cases with gratifying results, and it is suggested that 
it is of special value for those not used to performing the radical operation 
for carcinoma of the cervix. Ando makes a plea for its use in other 
stigical procedures, and indicates that this work is the first of its kind 
employed upon the living subject. 


Birth injuries of the new-born. Part IV. Experimental investigation of the 
mechanical process of intra-cranial hemorrhage in the new-born. 

This a brilliant piece cf work which has demanded careful experimental 
detail. The author conducted his experiments on rabbits and upon still- 
born human foetts. He estimates that there are three factors concerned 
in the production of intra-cranial hemorrhage. ‘These are: 1. The stress 
exerted upon the feetal head; 2. The stasis in the circulation of blood in 
the head; 3. The maturity or resistance of the cranium, The experi- 
ments were undertaken to investigate the three factors concerned, and 
it was found that the wtiological process is related to the strength! or 
weakness of the walls of intra-cranial blood-vessels as well as to the 
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strength of the foetal cranium. As a result of the experiments on pressure 
and stasis, it was shown that haemorrhage occurs when the pressure is 
high and violent, and that rupture of the veins is produced when stasis 
is of high degree, even when the pressure is not excessive, There is no 
labour mechanism that is free from pressure, and in the latter part of 
the second stage stasis occurs without exception. The two factors 
pressure and stasis sometimes run parallel, but sometimes one becomes 
excessive without the other. The relations between and the combination 
of pressure, stasis, and resistance differ in each clinical instance and, 
accordingly, there may be cases in which intra-cranial haemorrhage 
cannot be attributed to one factor. It can, however, be said that a 
complete explanation can be obtained only by taking the three factors 
mentioned into consideration in all cases. 


Charles D. Read. 


The Cancer Review. 


The following are abstracted from ‘“The Cancer Review: a Journal of 
Abstracts,’”? by kind permission of the British Empire Cancer Campaign. 


On the nature, the crigin and the spread of cancer and tumour growth, with special 
reference to biological and biochemical influences and excitants and to pre 
cancerous reactions. D. A. WeisH. Med. Journ. of Australia, 1930, 
I, pp. 282—287; 3 figs. (University, Sydney). 

The histological appearances of some cancers of the prostrate and ovary 
are described. In some adenomatous prostrates ‘“‘multiple separate foci of 
cancer and of pre-cancer were found everywhere throughout the enlarged 
gland, often deeply placed in its substance, and if they were recognized in 
one lateral lobe they were sure to be found in the other also.’? He con- 
cludes that the ‘whole prostatic epithelium was reacting similarly and 
simultaneously to a common biochemical stimulus.’”? The same explana- 
tion is offered for bilateral carcinoma in papilliferous cystadenoma of 
both ovaries. ‘‘Hence, as in the prostrate, we again get a multifocal origin 
of primary carcinoma which cannot be explained by any form of local 
irritation, but must be referred to biological and biochemical causes oper- 
ating on the ovaries as such.’ 


E. L. Kennaway. 


Cytology of malignant new growths. 2. Lirscuutz. Ergebnisse cytologischer 
Untersuchungen an Geschwiilsten. IX. Die Rolle metastatischer 
Hautknoétchen fiir die cytologische E1forschung menschlicher Gesch- 
wiilste, nebst Bemerkungen iiber das Studium der Cytologie primarer 
Hautcarcinome. Zeits. f. Krebsforsch., 1930, 31, pp. 35—46; 1 plate, 
4 figs. (Franz Josef Hospital, Vienna.) 


Continuation and confirmation on human material of the author’s 
previous observations, illustrated by coloured drawings (see Cancer Review, 
1930, 5, Abstracts 453—456, p. goo). 


W. Cramer. 
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Cytology of cancer cells. B. Lirscnutz. Ergebnisse cytologischer Unter- 
suchengen an Geschwiilsten, X. Untersuchungen iiber einige 
Geschwiilste des weiblichen Genitaltraktes. Zeits f. Krebsforsch., 
1930, 31, pp. 183—198; 1 plate, 3 text-figs. 

Continuation of the author’s previous cytological observations (see pre- 
ceding Abstract and other Abstracts there referred to). The present paper 
refers to human material and reaffirms the author’s views on the importance 
of the “plastin-reaction.’? Illustrations. 


W. Cramer. 


The origin of metastases. C. STERNBERG. Entstehung der Metastasen. 
Wein. klin. Woch., 1929, 42, pp. 1621—1622 

Brief but clear discussion of the question of the origin of metastases, 
concerning which at least three views have been put forward. (1) That 
usually accepted is, of course, that detached malignant cells are carried in 
the lymph or the blood-stream to glands and other organs and there grow 
so as to form secondary tumours, either at once or after remaining latent 
for a varying period which may occasionally extend to several years. (2) 
Bostroem (see Cancer Review, 1928, 3, Abstract 468) has recently revived, 
in a modified form, Virchow’s humoral theory, asserting that cancer cells 
atise from embryonic vascular tissue distributed throughout the body. 
[On this second theory, which has been elaborated further by Baumecker 
(see Cancer Review, 1930, 5, Abstract 1233), there is no fundamental differ- 
ence between endothelial, adventitial and epithelial cells, all of which may 
give rise to a metastatic carcinomatous lymph-gland deposit. Baumecker 
thinks they do this in response to the stimulus of substances secreted by 
the cells of the primary tumour.] (3) Lubarsch suggested that metastases 
might be due to toxins set free by the death and breaking up of malignant 
cells circulating in the body fluids. That these circulating cancer cells 
may be weakened and their growth held in abeyance by some agency in the 
tissues is clear from the fact that belated distant metastases are of fairly 
frequent occurrence, while many must be destroyed because, although they 
circulate through the body, the metastases which they produce, whether 
early or late, are usually confined to a limited number of sites. 

Treatment should therefore be aimed at the direct or indirect destruc- 
tion of any surviving malignant cells, whether occurring near the primary 
growth or in organs prone to imetastasis from the latter. If the humoral 
or auto-intoxication theory be true, operative and irradiation treatment 
must be supplemented by measures directed towards assisting the organism 
in its warfare against the circulating tumour cells. 


F. Cavers. 


Retinoblastoma in homologous eyes of identical twins. W. 1.. BENEDICT. <lrch. 
of Ophthalmol., 1929, 2, pp. 545—545. 

Retinoblastoma or retinocytoma, the so-called glioma of the retina, is an 
extremely malignant tumour which has been shown to arise from foetal 
rests in the retina. It occurs almost exclusively in young children, being 
rarely observed after the 12th year of life, though occasionally making its 
appearance in adults (see Cancer Review, 1930, 5, Abstract 1462). Its 
course is usually rapid and almost invariably fatal, though a few cases of 
spontaneous cure, mostly associated with and apparently due to calcification 
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of the growth, have been reported (see Cancer Review, 1930, 5, Abstract 
1460). If the disease is radically dealt with, by enucleation of the eyeball 
before the growth has spread to the optic nerve or has metastasized, it can 
be cured. A few cures have in recent years been obtained by radium 
treatment. 

Benedict describes a very remarkable case of retinoblastoma occurring 
in itentical twin children. Such twins are almost certainly developed from 
a single fertilized ovum which divides at an early stage in segmentation 
into two portions, each becoming an embryo. The two children showed 
tumours occupying precisely corresponding sites in the left eyes. One 
child had a second smaller tumour in the right eye. Both were promptly 
operated upon, the left eye being enucleated in each case. The child with 
only the left eye affected died four months after operation. The other child 
1ecovered and the right eye was treated by radium in the hope that this 
might obviate bilateral enucleation. This treatment proved successful, 
the patient being now well at 12 years of age. 

F. Cavers. 


Spontaneous inoculation of melanotic sarcoma from the mother to the fetus. 
F. P. WEBER, E. SCHWARZ and R. HELLENSCHMIED. Brit. Med. Jour., 
1930, I, pp. 537—539. (German Hospital, London.) 

A woman known to be suffering from melanotic sarcoma was delivered, 
three months before her death, of a child who appeared, at first, to be 
healthy. When eight months old the child was admitted to hospital with an 
enlarged liver on which bosses could be distinguished; this suggested a 
malignant neoplasm. With increasing cachexia the child died at the age of 
104 months. Minute nodules developed beneath the skin shortly before 
death. The post-mortem examination showed that the bosses which had 
been left in the liver were melanotic tumours. The tumour cells from which 
the growths in the child’s liver had developed had evidently been carried 
to the hepatic capillaries (via the blood-stream in the umbilical vein) from 
the placenta, which is known to have been melanomatous. This remark- 
able case is stated to be the first of its kind recorded in human pathology. 

C. E. Dukes. 


Primary carcinoma of the vagina following Baldwin's reconstruction operation for 
congenital absence of the vagina. R.N. Ritcnik. Amer. Jour. of Obst. 
and Gynecol., 1929, 18, pp. 794—799; 5 figs. University School of 
Medicine, Rochester, N. Y.). 

A woman of 26 complained of pain in the lower abdomen, with discharge 
from the vagina and rectum of about three months’ duration. She had been 
treated by her family physician for several months and she had been told 
that she had an abscess in the vagina which had been opened and drained 
several times. She had a laparotomy scar from an operation 13 years 
previously, but she did not know why this operation had been performed. 
In the vagina, about two centimetres from the fourchette, there was a mass 
of walnut size arising from the posterior vaginal wall and almost obliter- 
ating the lumen of the vagina. The mass was friable and it bled easily, 
and there was induration of the lateral walls of the vagina. The tumour 
was an adenocarcinoma showing the characteristic goblet cells of the 
gastro-intestinal tract. This tumour remained a puzzle until it was found, 
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on enquiry, that the patient had, when 13 years old, been successfully 
operated upon for congenital abserce of the vagina, by Baldwin’s method ; 
a piece of ileum was used to form an artificial vagina. 

Apparently, years after this operation the bowel mucosa of the pseudo- 
vagina had become carcinomatous. The author could find no previous 
record of a similar case. (It seems impossible to answer the question 
whether the carcinoma developed as a result of the operation, or would 
have occurred had the bowel remained in its normal situation, although 
it may be noted that carcinoma of the small bowel is very unusual in so 
young a patient.) 

F. Cavers. 


Multiplicity of tumours, R. KELLER. ‘Tumeours kysto-papilliféres des deux 
ovaires. Bull. Soc. Obst. ect Gynécol., 1929, 18, p. 77. HAMANT, 
Cornu, and Mosincer. Tumeur wolffiene intraligamentaire co- 
existant avec un kyste dermoide du céte opposé. Presse Méd., 1930, 
38. p. 72. A. PistuppI. Cistoadenoma ovario sinistro in degenera- 
zione maligna ed epitelioma incipiente deila portio. Riv. di Ostet. 
e Ginecol., 1929, 11, pp 11—21. OKkiINczyc. Fibrome de l’utérus et 
cancer sigmoidien. Discussion by Metivet. Presse Méd., 1930, 38, 
Pp: 276: 

Keller describes a case of double primary ovarian carcinoma of the 
cystic papillary type, with metastases in the regional lymph glands. 

Hamant, Cornil and Mosinger found, in a woman of 45, who had shown 
severe metrorrhagia: (1) A solid fibroma-like tumour lying between the 
layers of the broad ligament and presenting features pointing to a 
Wolffian origin; (2) A dermoid cyst of the ovary of the opposite side. The 
intraligamentary tumour showed, in places, a structure similar to that of 
ovarian folliculomata, suggesting that it originated in ectopic ovarian 
tissue. 

Pistuddi describes an unusual case in which the early stages of histo- 
logical malignancy were found in: (1) A cystadenoma of the left ovary ; 
(2) Leukoplakia of the vaginal portio of the uterine cervix. 

Okinezye describes a case in which a woman with a large fibromyoma 
of the uterus had occlusion of the rectum. At operation, for removal of the 
fibromyoma, he found and resected a tumour of the sigmoid colon whic! 
proved to be a scirrhous carcinoma. Intestinal complications are fairly 
frequent in cases of uterine fibromyomata, but complete occlusion of the 
large bowel is rarely observed; when it is observed it should lead to sus- 
picion of a co-existent bowel tumour. 

In the ensuing discussion Métivet said that in operating for an incar- 
cerated uterine fibromyoma, accompanied by extreme constipation, he had 
found a carcinoma of the transverse colon, which was successfully resected. 

F. Cavers. 


Splenic metastasis of papillary ovarian cystoma 25 years aiter bilateral ovariotomy. 
R. BRANDBERG, Beitrag zur Kenntnis der nichtparasitischen Cyste 

der Milz. Acta Chir Scand., 1928, 63, PP- 346—372. 
The author deals with four cases of cystic tumours of the spleen. One of 
these is of special interest because the enlarged spleen was found, at opera- 
tion, to contain a tumour with the structure of a papillary pseudo-mucinous 
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cystoma of the ovary. Both ovaries had been removed 25 years previously 
on account of cysts of this type. No other metastases were found: the 
patient was alive and well two years after splenectomy. The author’s 
explanation is that the ovarian tumours were, in reality, of a carcinomatous 
nature, and that the case was one of belated metastasis arising from cancer 
cells which had, meanwhile, remained dormant, probably in the spleen 


itself. F. Cavers. 


Tar cancer of uterus in rats. E. MomiGiiano. Cancro sperimentale dell’ 
atero. Arch, Ital. di Ostet., 36, pp. 1083—1164. 

This lengthy paper includes an account of the author’s experiments on 
white rats in which he introduced tar directly, by means of laparotomy and 
the formation of a uterine fistula, into the uterus, In nearly every case 
there was metaplasia cf the endometrial epithelium, i.e., a change from 
cylindrical to squamous epithelium, and in seven of the 45 animals which 
survived for five months or more there was malignant change in this 
epithelium. F. Cavers. 
Biopsy: methods and results. C. A. Hetiwic. Die Probe-excision, Klin. 

Woch., 1929, 8, pp. 1521—1523. (St. Francis Hospital, Wichita, 
U.S.A.) 

The author cites instances to show the valve of biopsy, with special 
reference to the methods used during operations. He considers that the 
risk of setting free malignant cells is very slight if indeed it exists at all, 
and that there is an advantage in using the thermocautery in excising 
pieces of tumour for examination. On the whole he prefers Wilson’s 
method, which is twice as rapid as that of Walz, but he thinks Terry’s new 
rapid method is nearly as useful as Wilson’s and he uses both methods. 


F. Cavers. 


Ovarian carcinoma in relation to postclimacteric hemorrhage. J. SCHIFFMANN. 
Weitere Beitrage zur Kenntinis der postklimakterischen Blutung. 
Arch. f. Gyndkol., 1929, 138, pp. 339—346. 

The author found eight cases of ovarian carcinoma in 51 cases of post- 
climacteric heemorrhage. He advises that diagnostic curettage should be 
performed in cases of such haemorrhage, but if palpation reveals an ovarian 
tumour or ovarian enlargement a radical operation should be performed 
without preliminary curettage. F. Cavers. 


Adenocystic fibroma of the ovary. J. RICHTER. Zur Kenntnis des sogenann- 
ten Fibroma ovarii adenocysticum Wein, klin. Woch., 1929, 42, 
PP. 440—442. 

The author describes a case of an ovarian tumour conforming to the type 
termed adenocystic fibroma and showing evidence of development from 
granulosa-cell masses and other stages in the evolution of the follicular 
epithelium. The component histological elements of the Graafian follicle 
may thus give rise either to benign or to malignant folliculomata 
(granulosa-cell tumours) or to fibromata containing adenocystic structures. 

F. Cavers. 
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Ovarian tumours secondary to gastro-intestinal carcinoma. F. Isprucu. Zur 
Frage der metastatischen gastroenterogenen  QOvarialkarzinome 
(Krukenbergtumor). Monats. f. Geb. u. Gyndkol., 1929, 80, pp. 289— 
296. W. W. SEARIGHT. Report of a case of Krukenberg’s tumor. 
Amer. Jour. of Obst. and Gynecol., 1929, 18, pp. 847—S48. E. ALLEN. 
Ovarian tumor. I[bid., p. 284. M. A. RoBLEE. Secondary adenocarci- 
noma of the ovary from the jejunum. I[bid., pp. 790—794; 3 figs. 

Isbruch describes two new cases of metastatic (Krukenberg) carcinoma 
of the ovary. (1) Three years after resection of the stomach for an ulcer 
a cystic carcinoma of the left ovary as large as a child’s head was removed ; 
two and a half years after this the right ovary was removed for a similar 
tumour. The supposed gastric ulcer is regarded as having been a carcinoma. 
(2) A woman who had suffered gastric pain for a year and who had lost 
about 20 lb. in weight was found to have a nodular carcinoma in each 
ovary; both ovaries were removed. X-ray examination showed pyloric 
carcinoma. In both cases the tumours showed cells which were of the 
shape of signet rings, and histological examination of the Fallopian tubes 
showed lymph-spaces containing clumps of carcinoma cells. 

Searight’s patient, a woman of 49, was adinitted to hospital complaining 
of pain below the ribs, which had begun two years before, and of swelling 
of the abdomen. A diagnosis of atrophic cirrhosis of the liver was made 
and the abdomen was tapped. 128 oz. of bile-stained turbid fluid were 
withdrawn. Palpation then showed a large firm mass in the pelvis; neither 
the liver nor the spleen was enlarged. Vaginal examination suggested 
uterine fibromyoma complicated by carcinoma with peritoneal metastases. 
At laparotomy the ovaries were found to be enlarged and nodular; the 
Fallopian tubes were apparently normal, the uterus was retroverted ; along 
the left brim of pelvis there were several small nodules similar to the 
ovarian tumours. Subtotal hysterectomy and bilateral salpingo-odphorec- 
tomy were performed, but a week after the operation the temperature 
rose to 103° F., the abdomen again filled with fluid, and death occurred 
four weeks after operation. 

The ovarian tumours showed groups of large round cells with mucoid 
contents which compressed the nucleus into the signet-ring form character- 
istic of Krukenberg tumours. The stomach was much thickened and con- 
tracted, and showed diffuse carcinoma, which was also present in about 20 
lymph nodes along the upper border of the pancreas, the upper surface 
of the diaphragm, and through the mesentery. 

Allen’s patient, a woman who had a gastric resection for carcinoma, 
returned two months later complaining of uterine haemorrhage. Both 
ovaries were found to be slightly enlarged (2-3 cm. in diameter), and a 
month later they were considerably larger. The ovaries were removed and 
found to contain Krukenberg tumours. 

Roblee reports an unusual case of adenocarcinoma of both ovaries, 
forming the only metastases from a primary adenocarcinoma of the 
jejunum in a woman of 30, who died six days after operation for the 
ovarian tumours. Sections of the ovaries did not show the typical Kruken- 
berg structures. The author’s conclusions are as follows: ‘‘(1) Bilateral 
ovarian carcinoma is so often secondary to some gastro-intestinal cancer 
that every effort should be made to discover the latter before operation 
upon the pelvis is undertaken. (2) Krukenberg tumours are secondary to 
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gastro-intestinal carcinoma and are of a peculiar pathology: cells having 
the shape of signet rings are found in a scirrhous carcinoma. (3) Other 
types of ovarian cancer secondary to gastro-intestinal carcinoma should 
not be called Krukenberg tumours. (4) The unusual type of adenocarcinoma 
in the jejunum, recurring in both ovaries without change in type, 
emphasizes the secondary nature of these ovarian tumours. This is verified 
by the fact that the endometrium, Fallopian tubes and the cervix did not 
show evidence of carcinoma, 
F. Cavers. 


Sarcoma of the ovary. H. C. Cayior. Fibrosarcoma apparently arising in 
ovarian fibroma. Proc. Staff Meetings, Mayo Clinic, 1929, 4, pp. 
250—253. J. KLEEFISCH. Ueber Menstruationsveranderungen bei 
Ovarialsarkom. Zentralb. f. Gynakol., 1930, 54, pp. 26-29. J. 
SCHOKAERT. Extirpation d’une sarcome de Vovaire gauche suivie 
d’une grossesse normal. Bull. Soc. Obst. et Gynecol., 1928, 17, p. 879. 

Caylor describes a case in which histological examination of removed 
ovarian tumour showed evidence of the origin of sarcoma from the fibro- 
matous tissue, with atypical cells and mitoses. 

Kleefisch describes three interesting cases in which sarcoma of one ovary 
was accompanied by local pelvic pain on the side of the affected ovary 
and by changes in the character of the menses. (1) A nulliparous woman 
of 28 had had irregular periods almost from puberty at the age of 13; 
the losses were excessive and of varying duration. In 1921 the patient 
had suffered menorrhagia, the periods lasting as long as 17 days. For 
the six months preceding operation she ceased to bleed for only two or 
three days each month. At laparotomy a nodular fibro-sarcomatous 
tumour of che left ovary was found. The right ovary was normal ; 
the uterus was small and hypoplastic: both ovaries were removed. 
(2) The patient was a woman aged 38, with six children. In_ 1928, 
two years before operation, she had suffered from severe menorrhagia, 
although the periods were regular. <A left ovarian tumour with a 
twisted pedicle was found and removed. The tumour was as large 
as the head of an adult. The right ovary was normal and it was removed. 
The tumour was found to be a fibro-sarcoma. (3) The patient was a nulli- 
parous woman, aged 20. Menstruation had been regular until six months 
before operation, when it became scanty and was accompanied by 
severe pain in the left hypogastrium. The pain was increasing in severity 
and before the patient’s admission to hospital it was almost continuous. 
At laparotomy the left ovary, which was enlarged and cystic, was removed. 
The upper part of the right ovary appeared normal and it was not removed. 
The tumour of the left ovary was found to be a round-celled sarcoma; the 
resected portion of the right ovary contained small cysts with mucous 
contents, but did not show histological signs of malignancy. 

The author concludes that changes in the type of menstruation, together 
with unilateral pain in the region of the ovary, should lead to suspicion of 
ovarian sarcoma, even when the patient’s general Condition does not suggest 
malignant disease. 

Schokaert operated upen a woman of 20 for a tumour of the left 
ovary, and, because the right ovary and the uterus appeared normal, 
only the diseased ovary was removed, The tumour was a sarcoma. About 
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four months after the operation the patient became pregnant, and the puer- 
perium and the labour were normal. At the time of reporting she seemed 
to be quite well. Many writers have urged that both ovaries, and the 
uterus as well, should be removed wien the ovary is the seat of malignant 
disease. Schokaert contends that this is not really essential, especially 
in the case of young women. 

Endometriomata. (3. HasELiorst. Zuv Klinik der endometrioiden Hetero- 
topien (Adenomyosis) beim geschlechtsreifen Weibe. Deut. med. 
Woch., 1929, 55, pp. 1304—1306. K. Hrmm. Die Frage nach dem 
Ursprung der endometrioiden Heterotopien beim geschlechtsreifen 
Weibe. Abhandl. a. d. Geburtsh. u. Gyndkol., Heft 2, Berlin 
(Karger), 1929, 113 pages, § plates. E. Voct. Ueber die Versch- 
leppung von Geschwulstmaterial aus Uteruskérperhéhle durch die 
Tuben. Wien. med. Woch., 1928, 78, p. 1311. HAMANT and MOSINGER. 
Endométriose tubaire coexistant avec un épithélioma germinatif de 
lovaire; métrorrhagies. Bull. Soc. Obst. et Gynécol., 1928, 17, 
pp. 660—661. T,. MicHon and H. Comte. Les endométriomes on 
adénomyomes du ligament rond. Jour. de Chir., 1928, 31, pp. 182— 
204. I,. MICHON. Endométriome de l’espace recto-vaginal. Lyon Chir., 
1928, 55, pp. 330—330. KOERNER. Die diffuse peritonealendometriose. 
Med. Klin., 1928, 24, pp. 1817—1819. M. Goutiioup, J. F. Martin 
and I.. MicHon. Les endométriomes des cicatrices de laparotomie. 
Gynécol. et. Obst., 1928, 17, pp. 106—115. K. FRACHTMANN. Ein 
Fall von Adenomyosis externa der Bauchhaut zwischen Nabel und 
Symphyse. Wien. kiin. Woch , 1928, 41, pp. 1712—1714. R. LABRY. 
Endométriome de la paroi abdominale. Presse Méd., 1929, 37, p. 982. 
BR. Orrow. Endometriose der Blase. Deut med. Woch., 1929, 55, 
p. 1698. P. OFHLECKER. Demonstration seltener Blasengeschwiilste. 
Zentralb. f. Gyndkol., 1929, 53, DP- 3383—3384. P. OEHLECKER. Endo- 
metriose (Adenomyosis) der Harnblase Zentralb. f. Chir., 1930, 57, 
pp. 2—10; 3 figs. (Surgical Clinic, Barmbeck Hospital, Hamburg.) 
B. Orrow. Wesen, Diagnose und Therapie der heterotopen Endo- 
metriose der weiblichen Harnblase. Zentralb. f. Gyndkol., 1929, 53, 
PP- 3330—3357; 2 col. plates, 5 figs. (Gynecological Clinic, Univer- 
sity, Berlin. A. Praut. Adenomyosis der Harnblase. Ihre diagno- 
stische Bedeutung. IJbid., pp. 3358—3359. JosEPH. Endometrios's 
der Harnblase. Zentralb. f. Chir., 1930, 57, pp. 113—I115. 

Haselhorst describes the clinical features of SS cases of endometriosis 
seen at the Hamburg-Eppendorfer Clinic during the past five years, all 
having been histologically verified. Of these growths 55 occurred in the 
uterine wall, 12 in the Fallopian tubes, four in the ovaries, one each in 
the pouch of Douglas and vagina and nine in operation scars. In all the 
post-laparotomy cases the uterus was either opened or the Fallopian tube 
severed at its junction with the uterus, or ventral fixation stitches passed 
through the uterine wall into the musculature of the abdominal wall. 

After discussing the various theories that have been advanced regarding 
the pathogenesis of endometrioid heterotopias, Heim describes experiments 
on apes, in which he (1) implanted into the peritoneum pieces of the 
animal’s own decidua menstrualis, (2) made a fistulous opening between 


the uterus and the peritoneal cavity during menstruation, (3) implanted 
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fresh human menstrual fragments into the peritoneum and ovarian epithe- 
lium of apes and simultaneously injected human ovarian hormone extract. 
On reopening the abdomen after intervals varying from 40 to 60 days the 
macroscopically suspected spots were found to be simple inflammatory 
tissue. From the negative results of these experiments Heim infers that 
Sampson’s theory of menstrual reflux via the Fallopian tubes cannot be 
upheld. He considers that’ most of these heterotopias are best explained 
as arising from serosal epithelium, though those arising in post-operative 
sears after the uterus itself has been opened may be due to direct trans- 
plantation of decidual endometrium. 

Vogt, who supports Sampson’s view that blood and tissue cells can pass 
from the uterus through the Fallopian tubes into the peritoneal cavity and 
give rise to growths in the ovaries, points out that malignant neoplasms 
of the uterus may also spread in this way, and that in operations for 
uterine cancer the first step should be ligation of the fimbriated free 
ends of the Fallopian tubes and of other possible channels of direct spread, 
c.g., the uterine ligaments. 

Hamant and Mosinger report an interesting case in which endometriosis 
of the Fallopian tube was associated with an ovarian carcinoma ; laparotomy 
was performed on account of severe metrorrhagia. 

A general account by Michon and Comte of endometriomata of the 
round ligament is given, with a discussion of the origin of the tumours in 
this site; a bibliography follows. 

A similar account of endometriomata occupying the recto-vaginal septum 
is given by Michon. 

Koerner describes two cases of diffuse peritoneal endometriosis, occupy- 
ing the pelvis; the patients were treated by the Paquelin cautery and 
apparently cured. The author draws a parallel between such cases and 
pseudo-myxoma peritonei, but he believes that no satisfactory theory of 
endometriosis formation can be based upon histology alone. From the 
physiological side the results of animal experiments and of tissue 
culture have equally failed to afford an explanation applicable to all cases. 

Gouillioud, Martin and Michon describe a case of endometrioma in 
a laparotomy scar occurring in a woman of 30 after myomectomy. About 
eight months after operation (at which the uterine cavity was apparently 
not opened, the myomata being subperitoneal in position) there appeared 
at each menstruation a small fistula from which blood oozed, and three 
years later the spot at the lower end of the laparotomy scar was occupied 
by a tumour, histologically an endometrioma, the size of a hazel nut. The 
tumour was removed without incising the abdominal wall, hence it was 
not ascertained whether the ectopic endometrium arose by direct spread 
from the uterine cavity or by peritoneal implantation. 

In Frachtmann’s patient, a woman of 41, who had not previously been 
oy crated upon, laparotomy was performed in order to amputate the uterus 
on account of myomata, and incidentally there was found a tumour, as 
large as a walnut, lying in the mid-line of the abdominal wall between the 
umbilicus and the symphysis. It proved to be a cystic endometrioid 
tumour, and the author discusses the various theories of the pathogenesis 
or these rare cases of external endometrioma of the abdominal wall 
occurring independently of laparotomy scars. He thinks the tumour in 
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this case may have arisen from endometrial cells carried from the uterus 
by the blood vessels or by lymphatic vessels. 

Labry’s patient, who had five years previously had laparotomy on 
account of tubal pregnancy, had recently noticed a lump in the laparotomy 
sear. This had become as large as an orange, and was accompanied by 
local pain, especially at the menses, when the tumour also increased in size. 

Ottow reports three cases of endometriosis of the bladder, diagnosed 
by (1) the cystoscopic appearance of typical grape-like varicose widened 
veins and accompanying cedema of the bladder wall, (2) the marked increase 
in the clinical and cystoscopic features during menstruation. One case 
was treated by X-rays and the other two were operated upon, all with 
eood results. 

Oehlecker’s case of vesical endometriosis occurred in a woman of 29 
who had had pains in the bladder for two years; the pains were aggravated 
at the menses. The uterus was retroverted and there was a precervical 
tumour, found on cystoscopy to be a rounded cyst of the base of the 
bladder. This was excised and found to be an endometrioma. 

Oehlecker has expanded his earlier note (see preceding Abstract) into 
a paper giving illustrations of a case occurring in a woman (age given 
on one page as 29 and on another as 39, although apparently only one 
case is referred to in the paper), with clinical and histological details ; 
numerous references are quoted (mostly by the authors’ names only). 
Among the few cases of bladder endometriosis so far described he dis- 
tinguishes two types—one in which the growth arises elsewhere in the 
pelvis and invades the bladder; and a second which arises primarily in 
the bladder wall. The latter may be again divided into two groups, 
according to whether the tumour arises in the serosal epithelium or in the 
bladder mucosa. The case here described belongs to the latter type. 

Ottow describes two new cases of vesical endometriosis, and gives a 
useful summary of 16 other cases found in the literature, tabulating the 
data for each under the headings of age, symptoms, and the general, 
cystoscopic, operative, anatomical and histological findings, 

Plaut describes a case of vesical endometrioma (included by Ottow in 
his previous synopsis, see preceding Abstract) in a woman of 25. Operation 
findings : the uterus contained myomata, the Fallopian tubes were inflamed, 
an infiltrating mass was present on the posterior bladder wall, and a 
walnut-sized tumour on the round ligament; the Fallopian tubes were 
removed and the round-ligament tumour was excised. 

Joseph describes two cases of endometriosis, one of the bladder and 
the other of the rectum. In Case 1 the patient had two years previously 
been operated upon for retroflexio uteri and ventral fixation was done, 
with removal of the inflamed right Fallopian tube and ovary. Ever since 
the operation the menses had been scanty and accompanied by pain. Pal- 
pation revealed a mass as large as an apple on the right side of and behind 
the symphysis pubis. Puncture of Douglas’ pouch yielded blood, Extra- 
uterine pregnancy was diagnosed. At operation there was seen, at the 
right horn of the uterus, a small bluish tumour from which a strand ran 
down to an apple-sized tumour lying behind and attached to the bladder. 
Evidently the menstrual blood had escaped from the site of operation in 
the uterine horn, made a channel for itself under the uterine mucosa and 
accumulated in the tumour behind the bladder, The tumour was encapsu- 
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lated and was so closely bound to the bladder that the part of its capsule 
fused with the bladder was left behind, to avoid bladder injury. At the 
first menstruation after operation the patient complained again of bladder 
pain, and cystoscopic examination showed, just above the right ureteral 
opening and corresponding to the place where the tumour wall had been 
left behind at operation, three transversely arranged red ridges. In the 
intermenstruum these had disappeared, to reappear at the next menstrual 
period. In Case 2 a woman of 39 was operated upon for a uterine myoma ; 
a walnut-sized lump was noticed in the interior wall of the rectum, and 
as it appeared uncertain whether it was confined to the rectal musculature 
or had arisen in the mucosa it was suspected of being carcinomatous and it 
was, therefore, removed. Histologically it was an endometrioma, covered 
by intact rectal mucosa. 

Joseph points out that ectopic endometriomata may arise in five different 
ways: (1) from embryonal rests of displaced endometrial tissue ; (2) from 
the serosal epithelium by metaplasia; (3) from implantation of endometrial 
flagments carried from the uterus by retrograde menstrual flow into the 
peritoneal cavity; (4, 5) from uterine fragments carried by blood vessels 
and lymphatics. Probably no single explanation will cover all cases of 
endometrioma. 

F. Cavers. 


Chorion-epithelioma. R. Huckrt.. Ueber einen Fall von Blasenmolenbildung 
in der Tube. Centralb. f. allg. Pathol., 1929, 41, pp. 434—437- H. 
NEVINNY. Ueber das Chorionepitheliom, mit besonderer Beriick- 
sichtigung seiner Beziehungen zu den Gefassen. Arch. f. Gynikol., 
1929, 136, pp. 229—300. (Gyneeclogical Clinic and Pathological 
Institute, University, Innsbruck.) Jo Granzow. Ein Fall von 
Chorionepithelioma malignum. Zeits. f. Geburtsh. u. Gyndkol., 
1929, 94, Pp. 775—784. (Gynecological Clinic, University, Breslau.) 
C. Suprrer. Contributo allo studio istologica del corionepithelioma. 
Riv. Ital. di Ginecol., 1928, 7, pp. 399—428. (Gynecological Clinic, 
University, Perugia.) J. P. Tourngux. Chorio-épithélioma succédant 
a une grossesse normale. Presse Méd., 1930, 38, p. 26. (Soc. de Méd., 
Pharm. et Chir. de Toulouse.) Morin and ROUSSELIN. Sur un cas 
de chorio-€épithélioma. Ibid., p. 10. Vio.rt. Chorio-épithéliome 
du col utérin survenu deux mois aprés un accouchement. Lyon Méd., 
1929, 143, pp. 103—105. E. A. SCHUMANN, Further observations upon 
hydatidiform mole, with the report of a case. Amer. Jour of Obst. 
and Ginecol., 1929, 18, 66. 768—772. Douay. Chorio-épithéliome 
infecté; hysterectomie vaginale; guérison aprés 4 ans., Presse Méd., 
1930, 38, p. 7%. E. Ferns. Zur Biologie des Chorionepithelioms. 
Zentralb. f. Gynikol., 1929, 53, pp. 466—468. (Gyneecological Clinic, 
University, Breslau.) 

At operation for uterine ventral fixation on a woman of 36 an un- 
suspected tumour was found in the right Fallopian tube. Hiickel’s 
examination of serial sections showed this to be a vesicular mole devel- 
oped in connexion with an early tubal pregnancy. In places the structure 
approached that of chorion-epithelioma, but most of the chorionic villi had 
undergone cedematous degeneration, being hydropic and avascular. 
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Nevinny has made a histological study of six cases of chorion-epithelioma. 
In two cases the primary and metastatic growths showed an unusual degree 
of perivascular envelopment by tumour cells. He agrees with Bostroem 
that the tumour elements of chorion-epithelioma are derived from a univer- 
sally distributed germinal tissue which is related to vascular elements 
and resembles embryonic mesenchyme, and with Joachimovits that chorion- 
epithelioma invades not only by direct extension but also by setting up 
neoplastic changes in neighbouring tissues. 

Granzow’s patient, a nullipara of 27, had vesicular mole, and a year 
later she developed chorion-epithelioma. This consited of a_ solitary 
rounded tumour ift the left wall of the uterine body and a diffuse mass 
arising from the surface of the cervical canal, Death occurred nine days 
after vaginal hysterectomy. Histologically the tumour in the corpus con- 
sisted mainly of syncytial elements, while Langhans’ cells predominated 
in the tumour in the cervix. According to the author the cervical tumour 
was primary, arising from placenta preevia, and the solitary mass arose 
by the growth of a tumour embolus. 

Superbi, from a personal case and from preparations of nine others, 
placed at his disposal by Ferroni and Pestalozza, has made a special study 
of the argentaffian fibres found in cherion-epithelioma. In three of the 10 
cases the individual tumour cells were found embedded in a fine network 
of these fibres. He distinguishes two forms of chorion-epithelioma : (1) a 
destructive form, in which the whole of this tissue disappears as a result of 
the proliferation of tumour cells, and (2) an infiltrative form in which the 
argentaffin fibres persist. This histological difference has nothing to do 
with malignancy; both forms give rise to general metastasis with equal 
rapidity. 

Tourneux reports the case of a primipara of 25 who two months after 
a normal labour had copious metrorrhagia, only slightly relieved by the 
various measures adopted. Curettage revealed chorion-epitheliomatous 
fragments. Total hysterectomy was performed. The author emphasizes 
the rarity of uterine chorion-epithelioma after a normal pregnancy and the 
good results of early operation, the patient being weli at the present time, 
three years after the hysterectomy. 

In Molin and Rousselin’s case hysterectomy was performed because 
o; severe metrorrhagia associated with a uterine tumour diagnosed as a 
fibroma. This proved to be a chorion-epithelioma, although the patient’s 
last pregnancy occurred 13 years previously. 

Violet describes a case of chorion-epithelioma of the uterine cervix; 
this unusual site was due to there having been placenta praevia at the 
last labour, two months before the tumour was diagnosed, Diagnosis was 
made only on histological examination of the tissue removed at operation 
(Wertheim’s hysterectomy). Death occurred six months later with cerebral 
metastases. 

Schumann emphasizes the importance of dealing radically with vesicular 
mole, quoting Bland’s remark that “expectancy is almost analogous to 
helplessness. Tardiness has not served to mitigate the primary mortality of 
the disease nor to thwart the development of secondary chorion-epithelioma 
with its widespread metastases. No disease of a potentially malignant 
rature, one of the chief characteristics of hydatid mole, is amenable to a 
process of watchful waiting.’’ A case is described in which a woman of 
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18 developed large lutein cysts of both ovaries after the expulsion of a mole, 
and chorion-epithelioma was found in the fundus uteri a month after the 
termination of a second molar pregnancy. 

Following a molar abortion at the fourth month, Douay’s patient had 
repeated heemorrhages and the uterus remained large and soft. Chorion- 
epithelioma was suspected and the uterus was curetted. This was followed 
by a formidable haemorrhage and severe septicaemia, necessitating vaginal 
hysterectomy, fortunately with good results, the patient being well when 
seen four years later. This case illustrates the danger of curettage in cases 
of ‘chorion-epithelioma. 

In several cases of chorion-epithelioma Fels found an increase of the 
placental hormone such as occurs in pregnancy and also in vesicular mole. 
Hence chorion-epithelioma shows a close resemblance to normal placental 
tissue from the physiological point of view; according to various writers, 
it is practically impossible to draw sharp lines histologically between 
normal placenta, vesicular mole and chorion-epithelioma. 


F. Cavers. 


Paget's disease of the vulva. J. \. DRAKE and A. WHITFLELD. Paget’s disease 
of the vulva, with an account of the histology. Brit. Jour. oj 
Dermatol., 1929, 41, pp. 177—187; 11 figs. MIEscHER. Paget’s 
Disease oder Melanom? Dermatol. Woch., 1929, 89, p. 1892. G. 
PrtcEs, I. Murater and P. Taecounant. Maladie de Paget de la 
vulve; récidive. Jour. Méd. de Bordeaux, 1929, 106, pp. 310—311. 

In the case described by Drake and Whitfield, a woman of 68, twice 
married but nulliparous, had twice attended a hospital for itching of the 
vulva. There was a dark eruption extending over both labia, perineum 
and groins (enlarged glands), the outer surface of the labia being moist 
and scaly, while the inner surface presented the same appearance as that 
of Paget’s disease of the breast. The histology is described fully, with 
good illustrations. The authors discuss the pathogenesis of Paget’s disease, 
but leave open the question whether it is a precancerous or a caticerous 
condition, although inclining to the view that it is not malignant from the 
first, or, as an alternative, that it may be an indolent form of carcinoma. 

In Miescher’s patient, a woman of 74, the right labium majus showed 

a raised red patch with ulcerated papule at its upper end, while the 

upper part of the thigh showed numerous similar but smaller patches. 

Histologically these lesions showed loosening and cedema of the intra- 

epidermal tissue and clumping of the cells, the picture being typical of 

Paget’s disease. As the author could not find a previous record of even 

local metastasis in Paget’s disease, he suggests that in this case the lesion 

Was a melanotic carcinoma or else a melanotic form of Paget’s disease. 

Petges, Muratet and Iecoulant describe the case of a woman who had 
a red, firm, elastic, nodular, ulcerated patch on the vulva, on the edge 
of an old scar, and also several enlarged inguinal glands, gave a history 
of long-standing syphilis and a strongly positive Bordet-Wassermann 
reaction. In 1925 she was injured by a kick in the vulval region, which 
healed badly, and she first attended hospital two years later. Histo- 
logical examination confirmed the clinical diagnosis of Paget’s disease of the 
vulva, the Malpighian layer showing hyperplasia with numerous vacuolated 





Review of Current Literature 45 


cells, some having several nuclei, while the subpapillary layer of the 
dermis was infiltrated by leucocytes, lymphocytes and plasmocytes. Under 
diathermo-coagulation the lesions disappeared, being replaced by a smooth 
scar. 


F. Cavers. 


Leukoplakia and kraurosis of the vulva. ‘lkERRUUN. Jeukoplakia und Krau- 
rosis vulva. Klin. Woch., 1929, 8, p. 717. (Aerztl. Verein, Marburg.) 
C. Sopre-Casas and F. F. Carranza. Leucoplasie et kraurosis vul- 
vaires : étude anatomico-pathologique : traitement chirugical. Paris 
(Masson et Cie), 1928, 120 pages; 26 figs., 2 col. plates ; price 30 fr. 

The author considers that under the general denomination of leukoplakia 
vulvee several distinct types of whitish superficial lesions have been 
erroneously grouped together; that the so-called stationary leukoplakia 
is attributable to various skin conditions involving loss of pigment; that 
since the vulval region is covered by horny squamous epithelium and not 
by a mucous membrane, leukoplakia in the strict sense cannot occur here ; 
that all histologically investigated leukoplakia of these parts is in reality 
a hypertrophic stage of kraurosis, in which cedema and hyperplasia, 
occurring in the rete Malpighii on the onset of definite malignant change, 
lead to downward infiltration of the carcinomatous tissue, this change being 
observed much more frequently in the hypertrophic than in the atrophic 
stage of kraurosis. 

In the ensuing discussion Kehrer expressed the view that leukoplakia 
is the first stage of kraurosis, characterized by loss of pigment in the cells 
of the rete Malpighii and cedema in the stratum papillare; pruritus is not 
confined either to the earlier (hypertrophic) or the later (atrophic) stages 
of kraurosis vulvee, and is absent in about 25 per cent of cases. 

Sobré-Casas and Carranza, working under Roffo, state that in Buenos 
Aires there has been a decidedly increased frequency, during the last few 
years, in the observed incidence of vulval leukoplakia and kraurosis. 
They have studied 37 cases. They regard the «etiology of these lesions 
as very obscure, but conclude that they are definitely precancerous con- 
ditions, since in almost all the cases studied carcinomatous change was 
observed. The stages, developing singly or in association at the affected 
sites, were pruritus, leukoplakia, kraurosis, epithelioma. In this sequence, 
either leukoplakia or kraurosis, or both, may be precursors of definite 
carcinoma; in most cases all four stages are observed, in the order named. 
Early effective surgical treatment is advised as the only effective means 
of cure ot prophylaxis. 


I, Cavers. 


Histological structure, clinical grouping and prognosis of cancer of the uterine cervix 
and the breast. Il. Scumitz and W. Hurrer. 

Pp. 223—23I1. 
Radiation acts on malignant cells (1) by restraint of cell division without 
complete destruction of cell function, (2) by reactivation of the cell to 
mature from its undefferentiated condition to that state in which the 


Radiology, 1930, 14, 


inhibitions or restraints of growth gradients are once more effective and (3) 
by direct cell destruction. If radiation acts homogenously on the entire 
cell masses so that tumour cell division and differentiation become normal 
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or cell destruction is complete, then the growth will not recur. If the 
radio-sensitivity is low or the radiation administered faultily, the recurrences 
will take place. In recent years considerable work has been done on the 
grading of the malignancy of tumours based on their histotogical structure 
and a consideration of the clinical extent. These two factors are the subject 
of detailed study in this paper. The method of determining the histological 
malignancy index and the classification of the clinical groups based on the 
extent of the carcinoma are given. The histological index was determined 
in 225 cases of cancer of the ce1vix and in 136 cases of cancer of the breast. 
The end-results were known in 100 cervical cases and in 76 breast cases. 
The prognostic value of the index was tested against the end-results. The 
result is that the malignancy increases with an increase in the value of the 
histological index. In malignancy Group I the good end-results were 100 
per cent in breasts and So per cent in the cervix. In malignancy Group 2 
the good end-results were 60 per cent in breasts and 50.7 per cent in the 
cervix. In malignancy Group 3 the good end-results were 37.5 and 25.8 
per cent respectively, while in malignancy Group 4 there was not one good 
end-result, The clinical grouping gave relatively similar values. 


P. J. KERLEY. 


Carcinoma of the cervix. W. Hreaty. Radiology, 1930, 14, pp. 217—222. 
Until 1921 radium was the only form of radiation employed for cancer of 
the cervix in the Memorial Hospital. Since that time deep X-rays have 
been employed in association with radium. The author gives two excellent 
charts which show the depth dosage measured in erythema doses in any 
part of a pelvis treated by combined radium and X-rays. The majority of 
chnics get about 40 to 50 per cent of five-year cures in the operable cases 
by means of radiation, a greater percentage than most surgeons can obtain 
and, of course, without the operative risk. Unfortunately five-year freedom 
does not mean cure, and recurrences in the parametrial glands are often 
seen, five, seven, and eight years after treatment. Local recurrence is 
unusual after five years. Deep X-rays alone are employed in very advanced 
cases in which there is no hope of cure. In favourable cases radium is 
applied and followed immediately by X-rays. The X-ray fields have been 
extended to include the lumbar vertebrze, as post-mortem examination Jf 
the patients who have died has revealed extensive involvement of the 
glands anterior to the lumbar spine. Since about 60 per cent of the cases 
are clinically unfavourable and infected when first seen, the routine treat- 
ment has been changed somewhat. X-ray treatment is administered before 
radium and copious warm antiseptic douches are given to clear up infection. 
After ten days of douching and X-ray treatment the local lesion shows 
considerable improvement and the radium can be inserted without risk. 
Interstitial radiation of the primary growth is resorted to later if portions 
of the primary lesion do not appear to be regressing satisfactorily. It is 
interesting to note that in a very small percentage of cases interstitial 
radiation has been necessary. Of the favourable cases in 1922, 1923 and 
1924, 44.5 per cent are alive and clinically cured after five years. This 
percentage is fairly stationary and varies very slightly from year to year. 


P. J. KRREEY. 
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Results obtained in the treatment oi cancer of the cervix uteri with radium and 
Roentgen rays from 1914 to 1924 inclusive. H. BowInc and R. FRICKE. 
Radiology, 1930, 14, pp. 211—215. (Mayo Clinic.) 

During the above period 1,094 cases of cancer of the cervix were treated 
by radium and X rays. Allowing for changes in technique over that period, 
the average case received five to six thousand mc. hours to the primary 
tumour and the uterus and then deep X rays to the pelvis. The results are 
recorded in six tables. Of the cases 1,001 were traced after five years. 
These are divided into four groups: operable, border-line, inoperable and 
modified. The modified group includes all cases modified by previous treat- 
ment. Of these traced cases there were 75 per cent of five-year cures in the 
operable group, 61.53 per cent in the border-line group, 21.49 per cent in 
the inoperable group and 24.82 per cent in the modified group. Microscopic 
exainination was performed in 625 cases and this showed 91.84 per cent to 
be cpithclicmata, 7.04 per cent adcnocarcinomata and 1.12 per cent mixtures 
of the two. The majority of these cases were graded according to the 
degree of cell differentiation ; 76,16 per cent were graded 3 and 4, 15.04 per 
cent were graded 1 and 2, and 8.00 per cent were not graded. Adenocarci- 
nomata of all four grades appear to have had a better rate of survival than 
epitheliomata. Grades 3 and 4 epitheliomata had a better survival rate 
than Grade 2 epitheliomata, except for the results after five years in the 
modified cases. The mortality rate in hospital was nil for the operable 
and border-line cases, 0.99 per cent for the inoperable cases and 1.06 per 
cent for the modified cases. 

P. J. Kerry. 
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REPORTS OF SOCIETIES. 


ROYAI, SOCIETY OF MEDICINIE. 


SECTION OF OBSTETRICS AND GYNASCOLOGY,. 
A joint meeting of this Section with the Tuberculosis Association was 
held in the Society’s Rooms en Friday, January 16th, 1931. 


Mr. KARDLEY 
HOLLAND was in the Chair. 


A discussion was held on 


‘THE MANAGEMENT OF PREGNANCY, PARTURITION, AND THE PUERPERIUM IN 
TUBERCULOUS WOMEN. 


Dr. GEOFFREY MARSHALL, and Dr. MELVILLE HILEY opened the dis- 
cvssion for the Tuberculosis Association, and Mr. ALEC BOURNE and 
Mr. L. C. River opened for the Section of Obstetrics and Gynecology. 

Dr. MARSHALL discussed the advisability of the continuance of preg- 
nancy in women who were infected with tuberculosis. This was one of 
the greatest problems for the clinician. In cases in which it was decided 
that artificial interruption of the pregnancy should not take place the 
effect upon the lungs would have to be closely observed. For many years 
pregnancy was considered to have a beneficial or arresting effect upon 
the tuberculous condition. Patients seemed to improve to some extent. 
Later observers, however, have looked upon pregnancy as a_ serious 
complication and considered that its effect upon the progress of the 
tuberculous lesions was harmful. The Freuch physicians, who have given 
considerable attention to the subject, are of the opinion that the majority 
of tuberculous women are handicapped by the onset of pregnancy and that 
they become worse after childbirth. Now the general view among 
physicians is that pregnancy is disastrous to a tuberculous woman, but 
Dr. Marshall agrees with others that once pregnancy has reached the 
sixteenth week there is little to be gained by the induction of therapeutic 
abortion and that the occasions for its use are few. In the earlier weeks 
the history of the patient is of mote impcrtance than her condition. If 
the patient has had active tuberculosis recently or if the disease has 
been only recently arrested, the question of abortion should be discussed, 
because pregnancy has a more harinful effect in these cases. In the 
chronic type of case and in cases of long standing the termination of the 
pregnancy is vety rarely required. If the patient was the victim of ad- 
vanced disease most physicians would edvise that the pregnancy be 
allowed to continue, although the risks of possible obstetric complications 
must be borne in mind in the case of an enfeebled patient. 


In these cases 
the pregnancy has little effect upon the disease. 


If the patient has to 
have an anesthetic during labour there is a great risk owing to the 
condition of her lungs. The subject of nursing the child was discussed, 
and Dr. Marshall expressed the opinion that in the case of a patient who 


did well during pregnancy and in labour there would be little risk to her 
ii lactation if the puerperium was also normal. 
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Dr. MELVILLE HiLky discussed the problem of the prevention of preg- 
nancy in tuberculous women, and advised that pregnancy should be 
avoided until the symptoms of activity had been absent at least for two 
years, as well as all sequelz such as bronchial catarrh. The effect of the 
disease upon the pregnancy and parturition is slight. Abortion rarely 
occurs and labour, as a rule, is easy. The dangers incidental to pregnancy 
require consideration. Neglect of an early diagnosis of the lung condition 
and defective treatrnent is disastrous. Patients under treatment may not 
disclose the pregnancy and neglect all treatment for their lungs by stay- 
ing away from the tuberculosis clinic. The public are very ignorant about 
the subject of tuberculosis and prcgnancy. Early diagnosis means good 
results just as in the case of the toxemias of pregnancy. 

Closer co-operation should take place between the tuberculosis officers 
and the ante-natal clinics. Cases may come too late for successful treat- 
ment. Some wait until after parturition. In active disease therapeutic 
abortion is harmful. Treatment should be carried out during pregnancy 
in a sanatorium. Patients should not be discharged because they are first 
scen late in pregnancy. If the patient goes home she is lost sight of and 
has lessened opportunities for rest. Artificial pneumothorax and other 
forms of treatment should be carried out in pregnancy. Parturition should 
be made as painless as possible by the use of sedatives. Lactation shoula 
be forbidden. If continuous treatinent is carried out and strain is dimin- 
ished, pregnancy will not effect the tuberculous patient. Surgical 
tuberculosis is not usually affected by pregnancy. 

Mr. Bourne laid stress upon the divergence of opinion as to the 
advisability of inducing abortion, and said further knowledge of the effect 
of pregnancy on tuberculosis is required. Jf the latent fibroid cases are 
not aggravated by pregnancy, then abortion has no place in their treat- 
ment. Mr. Bourne reviewed the opinions held in various countries on the 
influence of pregnancy and the advisability of its continuance. He gave 
his opinion that pregnancy has little cr ne effect if the lesion is healed or 
if the disease is inactive. It is a disaster if the opposite is the case. 
Pregnancy should not be forbidden in healed cases, but it should not be 
allowed in advanced infective cases. Abortion, in general, has no place in 
the treatment of phthisis complicated by pregnancy. There may be a few 
exceptions, as in very early pregnatcy. It is rare for the child to be 
infected at birth. It is usually normal in nutrition. If allowed to 
remain in intimate contact with the mother it may become infected later. 
The rule in cases in which pregnancy is complicated by any disease is to 
ticat the disease and leave the pregnancy alene, except in very 
exceptional cases. 

Mr. I... C. Riverr looked upon tuberculosis, when associated with 
plegnancy, as a very serious condition. He drew attention to the scanty 
literature on the subject in Britain and to the controversial views; he 
avked for information from experts in tuberculosis. The discharge of 
patients from sanatoria because of pregnancy has serious consequences. 
It is difficult to convince health authorities on this subject. Special 
sanatoria should be provided for these patients. Some patients improve 
duiing pregnancy, others have exacerbations quite early. If the disease 
is active the patient usually goes downhill rapidly after delivery. The 
pregnancy should be terminated before the sixteenth week in cases in 
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which the’ disease increases in activity and in extent. After the twentieth 
week the pregnancy should be aiiowed to continue to viability or to term. 
‘Tuberculosis has little or no effect upon pregnancy. There is danger in 
the administration of anesthetics during labour. There are very few 
obstetrical complications due to the disease. [Lactation should be forbid- 
den. After parturition special care is required, and the patient should be 
sent to a sanatorium after 10 or 14 days and kept there for at least six 
months. It is difficult for poor women to obtain treatment when tuber- 
culosis is associated with pregnancy. Mr. Rivett hoped that as the result 
of this discussion a strong expression of opinion would be sent to the 
Ministry of Health advising continuous sanatorium treatment in these 
cases. In the Maternal Mortality Report, 26 cases are recorded in which 
the patients died of tuberculosis. Hf these figures represent an average, 
out of 3,000 maternal deaths per annum 4o are due to tuberculosis 
associated with pregnancy 

Dr. JANE WALKER, in 1927, asked the opinion of various Medical 
Officers of Health and obstetricians on several points in the treatment of 
pregnancy and tuberculosis. She found that the general trend of opinion 
was against the artificial termination of pregnancy, more especially after 
the sixteenth week. Lactation was not advised by anyone. Dr. Walker 
believes that lactation is beneficial to the infant and involves less work 
and worry for the mother, and there is less likelihood of her again be- 
coming pregnant. Patients with positive sputum should not nurse their 
babies. The general opinion was that the patient should be treated for 
her tuberculosis and the pregnancy should be left alone. 

Dr. Walker is of the opinion that amenorrhcea is beneficial in 
tuberculosis, and therefore pregnancy may improve the condition. ‘The 
worst time is after parturition. Sanatorium treatment is ideal, but women 
do not, as a rule, wish to go to a sanatorium during pregnancy or after 
parturition. They prefer treatment at home. Active phthisis with preg- 
nancy is a calamity, and the question of early termination of the 
pregnancy should be considered. 

Dr. FAIRBAIRN said that he terminated the pregnancy only in very 
carly active cases or in those recently cured of tuberculosis. In chronic 
cases interference with the pregnancy did more harm than permitting the 
patient to go to term. 

Dr. MARGARET SALMOND gave an account of a series of cases treated in 
the obstetrical unit of the Royal Free Hospital. 


Abortion was induced 
only on the advice of a physician. 


If sanatorium treatment were available 
for all cases, induction of abortion would rarely be required. She 
described a slow method of emptying the uterus without an anesthetic in 
early pregnancy. Tents and a rubber catheter filled with glycerine were 
inserted into the uterus and the ovum was expelled after the manner of a 
spontaneous abortion. There was no shock nor was there any undue 
lheemorrhage. i 

Dr. VERE PEARSON said that patients did very well when treated in 
sanatoria. Ue had never induced labour because of tuberculosis. A 
woman would usually remain in a sanatorium for treatment during preg- 
nancy, but she did not care to have her child there. : 


Dr. H. YOUNG had had considerable experience of artificial pneumo- 
thorax, chiefly at the Brompton Hospital for: Diseases of the Chest. Of 
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120 women, eight had become pregnant. In five the pregnancy was 
terminated early. In three cases in which the pregnancy was detected 
late the patient was allowed to go to term. In none of the eight cases 
did the tuberculosis seem worse. They were followed for six months after 
delivery. In late pregnancy the diaphragm was displaced upwards and 
some relaxation in the tension of the lungs took place. After parturition 
the diaphragm descended rapidly, and as a result a sudden tension was 
put on the lungs by the increase of the negative pressure in the thorax. 
labour seemed to cause no difficulty after pneumothorax. 

Dr. R. A. Grppons did not believe that sterilization was necessary in 
cases of early phthisis, as under proper treatment a patient should get 
well. The opinion of the physician was all important and should be the 
guide to the obstetrician’s treatment. 

Professor S. LYLE CUMMINS demonstrated by lantern slides tables of 
statistics as to the effect of marriage upon tuberculous women. Marriage 
frequently assured more ease and better economic conditions. Lactation 
should not be allowed in the case of a patient with active tuberculosis. 
If the disease was arrested, lactation had its advantages. Children were 
more easily affected than adults. 

Dr. Erte WeBB looked upon labour as hard work, and he had observed 
the bad results of a rapid labour. A slow, easy labour had less effect. 
He described the treatment of pregnant patients in Glen Lake Sanatorium, 
Minnesota. The staff discussed the conditions with the obstetrician, and 
labour was carried out with the minimum of shock. The infants were 
taken away to another part of the building and they were bottle-fed. He 


thought artificial feeding was less energy-sapping than suckling. 

Mr. Wyatt thought there were difficulties in the prevention of preg- 
nancy by contraceptives in the case of hospital patients. 
likely to take place within six months of marriage, and the same problems 
arose in treatment, Sterilization might be necessary in these cases. 

Dr. GEOFFREY MARSHALL, in reply, said that very indefinite results 


Pregnancy was 


cmerged from the study of statistics. 


His view was that induction of 
abortion was dangerous. He _ believed 


in the operation of abdominal 
section for such cases. Patients with advanced tuberculosis took anes- 
thetics badly. There is little evidence to prove that human milk may 
contain tubercle bacilli. A cow’s milk was tuberculous because of in- 
fected udders, not because of infected lungs. Patients do well after 
artificial pneumothorax. The number of suitable cases, however, is not 
large. The endocrine organs had some effect upon the incidence of 
tuberculous infection. Induction of abortion should be carried out by a slow 
method, as loss of blood was dangerous in these cases. , 

Dr. MELVILLE HILEy had used sanocrysin in two cases of tuberculosis 
in pregnant women. They were young patients with the fulminating type 
oi disease. The condition of the patients was very grave. ‘ 
death took place before term. 

Mr. ALEC Bourne, in reply, said that the induction of abortion meant 
a violent upheaval, and was more exhausting than physiological labour. 
Pregnancy was not a malignant growth as some physicians thought, but 
when normal it improved the general condition of a woman’s health. ‘The 
physicians, as a rule, only saw the breaking-down of cases of pulmonary 
and cardiac disease in pregnancy. 


In both cases 
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NORTH OF ENGLAND OBSTETRICAL, AND GYNA‘SCOLOGY 
SOCIETY. 


A Meeting was held at Manchester on Friday, October 24th, the 
President, Dr. J. W. Burns, being in the Chair. 


Dr. A. S. GARDEN (Southport), read a paper entitled 
THROAT INFECTIONS AS A CAUSE OF PUERPERAL SEPSIS, 


in which he described four cases which developed fever from uterine 
infection after confinement at the Southport Maternity Hospital in Janu- 
aty, 1930. 

Case 1. Mrs. R. was confined normally on January 19th. On January 
21st she developed a temperature of 102.6°F. A cervical swab was exain- 
ined, and streptococcus pyogenes heemolyticus was isolated. 

He remarked that all the members of the staff at the Southport 
Maternity Hospital wear sterile gloves and gowns, lacerations are 
repaired, according to the invariable custom, within six to eight hours 
of confinment, and a eusol gauze pack is inserted in the vagina after 
stitching. 

Case 2. Mrs. M. was confined on January 24th. She was in a very 
run-down condition, and the forceps was applied to the head, when low. 
On January 26th she developed a rise of temperature. 

Case 3. Mrs. B. was confined normally on January 29th, and on 
January 31st she developed a rise of temperature. 

Case 4.. On the same day Mrs. N. was confined normally, and het 
temperature rose on February 11th. 

Aseptic and antiseptic precautions had been intensified and he could 
not understand this series of temperatures, and consulted with Dr. Leith 
Murray, of Liverpool, who then suggested having the throats of the 
entire staff swabbed. This was done, and one nurse was found to harbour 
the streptococcus pyogenes hiemolyticus without symptoms. She was 
isolated from the wards and, as an additional precaution, it was arranged 
that all members of the staff should wear masks during confinements and 
swabbing. The result was striking. No further case of rise of tempera- 
ture occurred. 


In the British Medical Journal of Match 22nd, ty30, an article appeared 
by Mr. W. W. KING on 


‘THROAT INFECTIONS AS AN ASTIOLOGICAL FACTOR IN PUERPERAT FEVER. 


Appearing aiter his recent experience, he read this article carefully in 
conjunction with Dr. Kinloch’s report on “Maternal Mortality in) Aber- 
deen, 1918 to 1927, with special reference to Puerperal Sepsis,’? and he 
quoted one or two extracts from that report :— 

(p. 13). “The abnormally high death-rate in public institutions is 
due only in part to their selection of difficult and complicated cases.” 
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(p. 19). “In the bacteriological investigation of an outbreak of puer- 
peral sepsis occurring in the Sloane Maternity Hospltal in New York 
City in 1927, in one month 24 of 163 paiturient women developed puerperal 
fever; eight of these patients died. The cause was a single strain of 
hemolytic streptococcus, and a streptococcus antigenically identical was 
carried in the nose of one of the hospital staff without causing symptoms.”’ 

(p. 20). ‘The normal habitat of the haemolytic streptococcus is the 
huiman throat, and while much work remains to be done before we have 
a clear conception as to the exact manner in which streptococci from the 
throat of the carrier are conveyed to the puerperal uterus—and there is no 
reason to believe that they are conveyed by the blood stream—it is evi- 
cent that streptococci do become implanted in the puerperal uterus by all 
the channels by which spray infection is implanted on an abraded 
surface.” 

(p. 29). ‘3. The compatative maternal death-rates from all causes 
and for the separate causes of death in the practices of doctor, midwife, 
district, and institution have been analysed, the factor of selection being 
eliminated by transferring the cases back to the original doctor or mid- 
wife in charge of the case, and it has been found that the death-rate of 
1,000 maternity cases is 2.8 in the practice of midwives, 6.9 in the practice 
cf doctors, and 14.9 in in-patient institutional practice (see page 13).’’ 

(p. 30). “8. It has been shown conclusively that the streptococcus 
livemolyticus plays by far the most important réle in the causation of 
puerperal sepsis (see page 27).” 

In April, 1930, Dr. Garden paid a special visit to the Southport 
Maternity Hospital as a spectator at a normal delivery, and he hoped his 
observations would be of interest and use. The case was being conducted 
by a staff nurse, who gets excellent results and saves tearing of the 
perineum in the great majority of her cases. When he arrived the woman 
was having good pains, and the staff nurse was encouraging her to 
“push hard.”? (Note the actual words : they were the words used by the 
1urse.) 

But the interest increased when the head was on the perineum and the 
not very tall nurse had to encircle with her left arm a_ pretty-well 
developed leg as she saved the perineum and helped to extend the head. 
Meanwhile, being intent on her work, her eyes never left the perineum 
during a pain; and this is how she talked to the patient, although 
apparently addressing the presenting head: ‘Rest now, Mrs.—, don’t 
push with your next pain. T,oose hold of the strap. Breathe in and out 
iike this’’—here the staff nurse panted over the child’s head to demonstrate 
her meaning. But the climax came with the delivery of the placenta. 
For this the patient was on her back, the thighs were separated and the 
nurse was standing between them facing the patient. There was little 
communication with the patient now except admonishing her to ‘keep 
still.’ The placenta was expelled, but the membranes were not quite 
separated, and the staff nurse had received the placenta in both hands, 
being very careful that nothing should be left. Watching the membranes 
closely (and apparently apostrophizing them) she cailed : ‘Nurse, pass me 
a sterilized receiver for the placenta.” 

He did not know as a fact whether the staff nurse who confined this 
case had any organisms in her mouth, but the patient did well with no 
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perineal tear and no abnormal temperature; but the nurse wore a mask all 
the time. 
Observations. 

1. The height of the labour bed, the stature of the nurse, and the well- 
developed patient’s leg so co-operated that the nurse’s mouth was in close 
proximity to the foetal head during the second stage as she urged her 
sibilant instructions to the patient. 

2. During the third stage, while waiting for the membranes to separ- 
ate, with both hands occupied and all attention on the membranes, she 
asked the nurse to pass the sterilized receiver for the placenta, at the 
time when all natural lavage was over, for the waters had all gone. 

3. The exceptional aseptic care of the staff nurse during delivery—she 
wore a sterile gown, sterilized gloves, and a gauze mask covering nose 
and mouth, and she had a basin of biniodide solution by her side into 
which she frequently dipped her hands. Besides which, sterile towels and 
iodine were used to make sterile the exposed parts of the patient. 

4. On several occasions she asked the assistant nurse to get her some 
fiesh lotion, some more perineal pieces, ‘some more sterile swabs, and all 
the time she watched her patient and never had occasion to touch any- 
thing which had not been sterilized. 


CONCLUSIONS AND SUGGESTIONS. 

1. That aseptic and antiseptic precautions are better carried out in a 
maternity hospital than is possible in the home. That with the proper 
labour bed and a good light it is much easier to examine the patient for 
lacerations and tears and to have them properly repaired, thus closing 
a raw surface liable to infection. 

2. That the danger of infection from spraying is much greater in 
institutions because of the elevation of the labour bed, which raises the 
patient near to the attendant’s mouth, and because an assistant nurse is 
on duty to fetch things, when requested, which involves more talking and 
spraying. 

Could these suggestions possibly have any bearing on the disconcert- 
ing observations of Dr. Kinloch about the comparative morbidity in the 
case of the midwife, the doctor, and the institution? He suggests that 
the midwife works alone with the patient on an ordinary bed, the doctor 
works alone or with a nurse, whereas in an institntion there are several 
attendants. 

3. The dialect plays an important» part; he suggested that the 
high institutional mortality in Aberdeen for the period under review may, 
in part, be accounted for by this, and the pronunciation of the word 
“nurse” in particular. 

The north-country pronunciation dwells more particularly on the 
consonants, whereas the Southerner accentuates the vowel sound. The 
jast two consonants in ‘‘nurse’? are R and S, and the effect of this, pro- 
nounced in the north-country dialect, can be compared to a storm in the 
North Sea blowing itself out on a shingly beach with high cliffs beyond. 
The R is represented by the rounded stones washed backwards and _ for- 
wards by the ebbing and flowing waves and churning up the water into a 
boiling cauldron of froth an: foam, to be caught by the tempest, repres- 
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ented by the S, and carried as spray, in one instance laden with iodine 
from the sea-water, and in the other with streptococci, if present, to the 
opposing cliffs, or to the woman’s perineum, or the gloves and instruments. 

4. That the words most frequently employed in the labour ward are 
those connected with sterilizing and asepsis on the one hand and the 
designation of the staff on the other, “Sister” and “Nurse,” all of which 
might have been specially selected for their efficiency in spraying. 


RECOMMENDATION. 


That, as Mr. King suggested in his paper, effective masks should be 
worn by all who attend the confinement or puerperium. But what is the 
effective mask? Does the streptococcus perish on the dry mask, and if so 
in what time? Is there any advantage, beyond the distinguishing appear- 
ance, of soaking the gauze mask at intervals in biniodide or perchloride ; 
and how many layers of gauze could be considered adequate? Can the 
same mask be used with impunity during repeated swabbings ? And. what 
is the risk of a non-infective nurse wearing the mask, by mistake or 
otherwise, after a carrier nurse ? 

In the discussion the President stressed the necessity for the attend- 
ant’s scrupulous aseptic technique, and did not consider a case had been 
made out for throat infections as the main cause of puerperal sepsis. 


Dr. ARCHIBALD DonaLp (Manchester), felt that no case had been made 
out in the paper that throat infection was the cause of sepsis, and that 
epidemics neither began nor continued by throat sprayings. He stated 
that pathologists were constantly changing their ground regarding the 
condition of the haemolytic streptococcus. 


In a series of four papers recently published by the same observer, 
we have this exemplified. In the first the haemolytic streptococcus was 
definitely stated to be the cause of most of the severe cases of puerperal 
sepsis. In the second paper we were told that this organism was the one 
which was easiest to destroy. In the third that it was a normal inhabi- 
tant of the vagina of the parturient woman, and in the fourth that when 
aerobic streptococci were not found, then in a large number of cases the 
anaerobic streptococcus was the cause of the sepsis. 

All this led him to feel that our knowledge of the varieties and distri- 
bution of the hemolytic streptococcus was very scanty. He felt that the 
cause must be found in other methods of transfer or in other factors, and 
he‘ asked why some hospitals had less sepsis than others, and how it was 
that with the frequent occurrence of the streptococci in the throats of 
the community there were not many more cases of puerperal sepsis. 


Mr. W. W. KiNG (Sheffield) felt that explosive talk was a source of 
danger and that throat infections were, indeed, a potent source of sepsis. 
He thought that the essence of contagion lay in the organism and that 
the careful attention to the type of mask to be worn would reduce the 
incidence of sepsis. He stated that whereas at the Jessop Hospital for 
Women, Sheffield, cases of puerperal sepsis used to occur in large num- 
bers, they had been eliminated in the hospital practice to the end of 
July, 1930, since masks had been worn. 
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Dr. GARDEN then described a case of 
CARCINOMA OF THE CERVIX COMPLICATING PREGNANCY. 


The patient, Mrs. A., was aged 31, and she had one child. About the 
36th week of pregnancy she was sent to the Maternity Hospital on the 27th 
May, 1930, as an emergency case for the treatment of sickness and ante- 
partum hemorrhage. It was thought that the case might be one of 
placenta praevia. 

She was kept quict on a light diet. The sickness and hemorrhage 
ceased, and on 18th June, 1930, she was discharged with a request to 
attend the ante-natal clinic on 27th June, 1930. She attended on that day 
and again on 11th July, 1930. She reported that there had been no bleed- 
ing and no vaginal discharge during this period, but on 11th July, 1930, 
she complained of pain in the left hip, which, she said, was rheumatism, 
and for which she had been having hospital treatment before admission. 
There was marked cedema of the left leg. For this she was re-admitted 
to the ante-natal department on 11th July, 1930. Hot fomentations were 
applied to the leg and groin. The pain and swelling subsided. At no 
time was there any albumin in the urine. 

On 13th July there was slight hemorrhage during the night. This 
continued irregularly, and on 17th July, 1930, a vaginal examination was 
made. The os was as large as a florin, irregular and nodular. It was 
thought that the edge of the placenta could be felt on the left margin, but 
there was very little heemorrhage. 

On 18th July the following treatment was given: Ol. ricini at 5 a.m.; 
Quinine mist. gor. XV at 7am.; FPituitrin 4% c.c. at Sa.m.; Quinine 
mist. gr. XV at 8.20 a.m.; Pituitrin y c.c. at 10.30 a.m.; Pituitrin 
1c.c, at 12.30 a.m. She had slight labour pains all day. She slept badly 
that night, and on the 19th July she had some more bleeding and pain in 
the left groin. In the evening the pain in the groin was troubling her 
and there was a moderate amount of haemorrhage. The foetal heart was 
slow and the baby was passing meconium. A vaginal examination was 
made at 8.30 p.m. The os was diluted to the size of a half-crown piece, 
and it was thought that the placenta could be felt at the left margin of the 
os. At 9.30 p.m. morphia, gr. 14, was given. She had a good night and 
slept till 6a.m. The foetal heart was now 134. 

On the 20th July pains were slight during the morning and the 
patient’s temperature was 100°F. She was seen by Dr. Sheldon at 
2.30 p.in., and Cvesarean section was performed at 4.20 p.m. <A_ baby 
weighing 9 lb. 7 0z. was delivered. The anesthetic was a mixture ol 
chloroform and ether. One cubic centimetre of pituitrin was given when 
the uterus was emptied. 

During the stitching of the wound the patient started twitching, pers- 
piring prefusely. She became rigid, with ccntracted pupils... Babinski’s 
sign was positive. She had exaggerated knee jerks and ankle clonus; the 
temperature was 105°F. and the pulse-rate 150. A second spasm _ of 
twitching occurred after she was put to bed. She was given camphor in 
cil, digitalin and tepid sponging. The lochia had a very foetid odour. 

On the 21st July at 6 a.m. the temperature was 67.4°F. and the pulse- 
rate OS; at 10 a.m. the temperature was 98.2°R. and the pulse-rate So; at 
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2p-m. the temperature was 101°F. and the pulse-rate 96. Until this time 
the patient looked and felt much better. At 6 p.m. the temperature was 
102°F. and the pulse-rate 102; at 1o p.m. the temperature was 100.6°F. 
and the pulse-rate go. On the 22nd July at 2a.m. the temperature was 
100.6°F. and the pulse-rate 90; at 6 a.m. the temperature was 101.6°F. 
and the pulse-rate 120; at 10a.m. the temperature was 100°F. and the 
pulse-rate 104. She died at 1.30 a.m. on 23rd July, 1930. 

Post-mortem examination showed the presence of extensive general- 
ized peritonitis. The omentum, which had been drawn down at the 
operation, was adherent to the uterine incision and necrotic. The uterine 
incision was intact, although the muscle of the uterine wall in this 
position showed evidence of commencing necrosis. The placental site 
was shown to be on the fundus and the posterior wall. There was no 
evidence of this having been in the position of a placenta praevia. The 
endometrium was markedly infected and necrotic. A hard mass was 
found on the left side of the cervix in the markedly necrosed cervical 
tissue, which gave the impression of being a carcinoma. 

Sections of the cervical tissue show that the condition was carcinoma 
of the cervix, which had extended very deeply into the surrounding 
muscle. It must have been necrosis in this mass which gave the appear- 
ance observed at the operation and which formed the focus of infection. 


COMMENTS. 


This case was treated for placenta praevia until operation. At the 
operation the surgeon observed a green, slimy discharge on the uterine 
wall as he was peeling off the membranes, but the placenta and baby 
atrived together and the surgeon did not identify the position of the 
placenta. On the two vaginal examinations the feeling inside the cervix 
was very similar to the feeling of a placenta; but what was the cause of 
the twitchings and the sudden high temperature? The spasm passed off 
without leaving any sign of paralysis; the temperature and the pulse-rate 
fell to normal, and the woman looked and felt fairly well on the morning 
of the 21st July. 

The President said that the condition was relatively uncommon, one 
case occurring in about 8,000 pregnancies. In 1928 he had reported a case 
in which he had performed Wertheim’s hysterectomy at the 16th week of 
pregnancy. 

Dr. Mapas (Liverpool) said that in 1929 in 100 cases of carcinoma of 
the cervix two of the patients were pregnant. 

Dr. FLETCHER SHAW (Manchester) said that the condition was not very 
rare, and that if undiagnosed until the onset of labour it was surprising 
how easily the cervix dilated in many of the cases. 

Dr. BrimpE (Manchester), Dr. DouGat (Manchester), and Mr. W. W. 
Kkinc (Sheffield) quoted other cases and stressed the early recurrence 
which took place after removal during pregnancy. 


Dr. J. W. BripE (Manchester) showed a specimen of 


A LARGE FIBROID 


as a comment on the frequency with which patients seemed to cherish 
such tumours till they attained a large size. In this case the patient was 
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52 years of age, the inenopause had occurred eight months before, and: her 
chief complaint was loss of flesh and an inability to digest food. She had 
noticed an abdominal swelling for only a few months. The incision was 
from pubes to ensiform, and he found multiple small fibroids of the uterus 
and the large subperitoneal fibroid, which he showed and which filled the 
whole peritoneal cavity. He was obliged first to clamp its pedicle and, 
leaving it in the abdomen, to perform subtotal hysterectomy before he 
could deliver it, especially as it was firmly adherent to gut and to omen- 
tum. For two days the patient’s condition was critical, but in the end 
she recovered. 

3y the courtesy of his colleagues he was able to give the following list 
of large tumours removed during the last five years, which showed that 
the specimen was no rarity. 


26.6.25. Dr. Bride. Weight of fibroid 15 pounds. 

21.12.25. Dr. Shaw. Myomectomy. Sub-peritoneal fibroid. Weight 
© pounds 3% ounces. 

29.4.26. Dr, Shaw. Supra-vaginal hysterectomy with removal of both 
appendages. Uterine fibroid. Weight 121% pounds. 

10.1.27.. Dr. Shaw. Supra-vaginal hysterectomy with rcmoval of both 
appendages. Multiple uterine fibroids. Weight 234 pounds. 

8.8.28. Dr. Addis. Supra-vaginal hysterectomy with removal of both 
appendages. Multiple uterine fibroids. Weight 5 pounds 2 ounces. 

29.6.29. Dr. Dougal. Pan-hysterectomy with removal of both 
appendages. Uterine fibroids. Weight 20 pounds 5 ounces. 

29.6.29. Dr. Dougal.  Pan-hysterectomy with removal of both 
appendages. Uterine fibroid. Weight 6% pounds. 

1.7.29. Dr. Shaw. Supra-vaginal hysterectomy with removal of both 
appendages. Uterine fibroid. Weight 10 pounds. 

30.6.30. Dr. Bride. Supra-vaginal hysterectomy with removal of both 
appendages. Cervical fibroid. Weight 11 pounds 13 ounces. 

15.5.30. Dr. Bride. Supra-vaginal hysterectomy with removal of both 
appendages. Multiple uterine fibroids. Weight 1234 pounds. 
Dr. BRIDE also described the case of 

A TuMOUR OF THE ABDOMINAL SCAR FOLLOWING OVARIOTOMY. 


He said this was a case which illustrated the necessity for removing 
ovarian cysts through a large abdominal incision rather than through a 
small incision after tapping the cyst. He had not given the tumour a 
name as he hoped for an expression of opinion as to its nature from the 
members of the Society. 

The history of the case was as follows :— 

In 1925 he operated upon M.C., who was then aged 38, married and 
without family. He removed two very large ovarian cysts and performed 
supra-vaginal hysterectomy. The right eyst was the size of a tull tim 
pregnancy, the left cyst as large as a foetal head. The incision was made 
fiom sternum to pubes in the mid-line, but even then it was found 
necessary to reduce the size of the larger cyst by tapping. There were 
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numerous adhesions. ‘The pathologist reported bilateral multilocular, 
pseudo-mucinous, ovarian cysts. 

The patient made an uninterrupted recovery. She had consulted him 
again this year, in May, 1930. She was then complaining of a small 
swelling in the right groin with occasional pain. There was no loss of 
weight. Examination revealed the presence of a solid, mobile tumour, the 
size of a walnut, in the right groin about the site of the inguinal canal. 
A tumour of the abdominal scar, which the patient had not noticed, was 
also discovered. This was the size of an orange; it was near the umbilicus 
and appeared fixed in the recti muscles. On May 7th he incised the skin 
over the tumour. He found it measured five inches by four inches and 
occupied the recti muscles and the parietal fascize. It did not involve the 
peritoneal cavity, but it was in close contact with it. The bulk of the 
tumour was excised, with very free bleeding, but some still remained 
infiltrating the recti muscles. It was hard and solid except for some 
cystic spaces. He afterwards opened the peritoneum, but found no in- 
volvement. The lump in the right groin was encapsulated and easily 
removed. The gross appearance was one of pseudo-myxoma. 


There were 
scattered cellular elements suggestive of malignancy. 


Krivsky, in the Journal of Obstetrics and Gynecology of the British 
Empire, 1921, XXVIII, 204, deals fully with the subject of pseudomyxoma 
peritonei. He concludes that :— 

1. Pseudo-myxomata peritonei must be divided into two kinds. The 
first arises from the bursting of a pseudo-myxomatons cystoma of the 
ovary, and the second when the mucus which has accumulated in the 
appendix ruptures its wall. 

2. Many cases have been described in which mucus arose from both 
places. 

3. The question of the malignancy of pseudo-myxoma of the peritoneum 
is doubtful, and there is a great difference between some cases which are 
definitely malignant and others in which no recurrence of the disease has 
occurred for more than seven years. 


Dr. BRipr considered that the peritoneum in his case was not involved, 
as such involvement was generally accompanied by hydro-peritoneum. 
The fascial planes of the abdominal walls appeared to have been soiled. 
Was the tumour a simple implantation or a true metastasis of a malignant 
growth of very low malignancy? There was an interval of five years 
between the two operations. He said the condition may be comparable to 
the implantation of endometriomata in the scar, as quoted by Lochrane, 
in the Journal of Obstetrics and Gynecology of the British Empire, 1913, 
OOS, 213. 

In discussing the case Dr. A. DoNnALD (Manchester) said that ovarian 
cysts should always be removed, when possible, without tapping 


and 
with this view Dr. Bride agreed. 


Dr. A. A. GEMMELL, (Liverpool), however, felt that no harm resulted 
from tapping. 

Mr. St. GEORGE WILSON (Liverpool) said that if the swelling in the 
groin was a lymphatic gland and not the round ligament, it would be 


evidence of malignancy, but Dr. Bride was unable to define whether it 
was a gland or the round ligament 
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Mr. W. W. KiNG (Sheffield) thought the tumour was suggestive of 
Krunkenberg’s tumour, but Dr. DouGar (Manchester) thought it was a 
pseudo-mucinous cyst becoming malignant. 


Dr. C. P. BRENTNALI, (Manchester) showed radiograms of 


(a) GENERAL G2DEMA OF THE Fa:tus, and 


(b) IMPERFECT DEVELOPMENT OF THE Fa:Tal, SKULL. RESULTING IN Com- 
PLETE EXTENSION OF HEAD. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGY 
SOCIETY. 


At a Meeting of the Society held at Sheffield on Friday, November 28th, 
1930, with the President Dr. J. W. Burns in the Chair, Professor D. 
DouGat (Manchester) read a paper entitled 


OBSTRUCTIVE INFLAMMATORY J[,ESIONS OF THE UTERUS. 


This paper has already been published in the Journal of Obstetrics and 
Gynecology, 1931, Vol. XX XVIII, No. 1. 

In discussing the paper the President considered these cases were very 
rare. He had had only one case, iti a single girl, who also had a congeni- 
tal heart lesion. She had suffered from dysmmenorrhcea from puberty, and 
alter years of discomfort she was cured by hysterectomy ; at the operation it 
was found that all the genital organs were bound together. He had often 
wondered what effect gonococcal vaginitis in children had in later life. 


Dr. A. A. GEMMELL (Liverpool) remarked that he had had one case 
which, in the light of Professor Dougal’s paper, must be reconsidered, for 
he had reported it as a case of simple atresia, whereas it would now 
require to be re-investigated for evidence of chronic inflammatory disease. 
He also mentioned a case which was giving him some difficulty in diag- 
nosis, and that Professor Dougal’s allusion to the possibility of chronic 
interstitial salpingitis being tuberculous, was of great assistance to him. 


Professor D. Doucar, (Manchester) showed a specimen of 
CHORION EPItHELIOMA OF THE UTERUS 


which had occurred in a patient, aged 39, who he had seen on October 
14th on account of a severe flooding. She had been married for 21 years. 
Menstruation was regular until the present illness; she had had four child- 
ren and one miscarriage previously ; the last miscarriage cccurred 11 years 
before he saw her. From November, 1929 till the early part of 1930 there 
was amenorrhcea. Then she had a blood-stained discharge until June, 
when she passed what her doctor described to him as a carneous mole. A 
month later she had a severe flooding, and was sent into hospital, where 


oo; 


the uterus was curetted. The scrapings were not examined. She 
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returned home, and a month later she had a similar flooding, the loss 
again being great. She was again sent to hospital, and again the uterus 
was curetted, but apparently nothing was found in the uterus. When he 
saw her in October she was just recovering from a third flooding. 

On examination there was some enlargement of the uterus, and he 
decided that hysterectomy ought to be performed. While waiting for 
admission she had a fourth heemorrhage, so severe that her doctor wished 
to send her in immediately as an emergency case. She was admitted the 
following day, and shortly afterwards he performed a total hysterectomy 
with removal of both appendages. ‘The uterus was found enlarged to the 
size of a two months’ pregnancy, and, on being opened sagittally, it was 
seen to contain a reddish brown infiltrated growth which filled the cavity 
of the uterus and extended to within a quarter of an inch of the fundus, 
the muscle wall being largely destroyed in this situation. The main part 
of the growth extended deeply into the anterior uterine wall, where it 
formed a protuberance on the peritoneal surface. The ovaries were cystic, 
but there was no evidence of excessive formation of lutein cysts. Sections 
oi the tumour showed the typical histological features of chorion epithe- 
lioma, viz., Langhans’ cells, syncitium and chorionic wandering cells. The 
case was quite typical and illustrated the importance of histological 
examination of all supposed retained products of conception. Another 
point of interest was the severe character of the hemorrhage, which 
actually amounted to dangerous flooding in this particular case. 

Professor Dougal said chorion epithelioma still remains a very rare 
tumour and he had operated upon only four cases during the last 12 years. 
There was a time, however, soon after the war, when it seemed as if the 
tumour was appearing in epidemic form in Sheffield, but fortunately the 
general depression in trade appeared to have affected this commodity as, 
unfortunately, it had those upon which the city’s prosperity is based. 


Mr. Eric Stacey (Sheffield), showed a specimen of 
A ‘TWIN PREGNANCY 


in which the first child had been born alive and the second was 
represented by a hydatidiform mole weighing over ten pounds. The patient 
had had two living children and two abortions. Her last menstrual period 
had occurred six months before the birth of the twins, and she had quickened 
six weeks previously. For the first two or three months, except for cedema 
of the legs, she had been quite well. When five months pregnant she 
noticed that her abdomen was rapidly enlarging and that she had a brown 
vaginal discharge; for one week she had abdominal pain, backache, and 
sleeplessness and for a day she had suffered from a bright red vaginal 
loss. She had presented herself at the out-patient department of the 
Jessop Hospital for Women, where he found a patient with a tense 
abdomen the size of a full time pregnancy, with an abdominal circumference 
ot 37% inches. No foetal parts could be felt, the foetal heart sounds could 
be heard and the cervix was two fingers dilated. The patient was losing 
severely ; the temperature was 97°F, the pulse-rate 100, the blood-pressure 
102 + Immediately after admission the membranes were ruptured, a 
diagnosis of acute hydramnios having been made. In about half an hour 
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a sinail, living, premature, :nale infant 1013 inches in length was delivered 
spontaneously. 

It was then thought that the case was one of twin pregnancy, and an 
attempt at rupturing the second sac liberated well-defined chorionic 
vesicles; this was immediately followed by the expulsion of a hydatidi- 
form mole weighing 10 pounds four ounces. 

On examining the specimen the placenta of the first child, which was 
five inches in diameter, merged indefiniably intu the vesicle-bearing area. 
Some of the vesicles were almost an inch in diameter. He considered 
the condition was one of uni-ovular twins, but this was not borne out by 
the injection of the coloured fluid through the umbilical vein, since none 
ot it stained the vesicular area. (This experiment was carried out 
subsequent to the reading of the paper, after a discussion had occurred 
whether it was one of uni-ovular or bin-ovular twins.) 


Professor D, DouGaL (Manchester), showed a specimen of 
CARCINOMA DEVELOPING IN ONE HORN OF A DOUBLE UTERUS 


removed from a widow aged 58 who had been married 34 years. She had 
never been pregnant and the menopause had occurred 13 years previously. 
The symptoms coinplained of were a bearing-down sensation and a serious 
discharge, occasionally blood stained, of six months’ duration. On examina- 
ation he found a very narrow, almost virginal, vaginal orifice, and a 
uterus enlarged but somewhat indefinite and difficult to determine. He 
thought, however, that there was a tumour in the uterus, and he, therefore, 
had her admitted for further investigation. Under an aneesthetic the 
uterus was found enlarged to about the size of a three months’ pregnancy, 
the fundus lying towards the patient’s right side. He opened the abdomen 
and performed total hysterectomy with removal of both appendages. The 
uterus was double, the right horn being very large, almost cystic, and 
evidently containing a soft growth or fluid. The left horn resembled 
the cornu of a normal uterus and did not run towards the side of the 
pelvis as the horns of bicornute uteri usually do. The cervix was 
double and there was a complete double vagina, the right half being 
narrow, the left much wider, especially at its upper part. On inspection 
of the vulva after the operation, he found that the right vagina was the 
one more readily accessible to the examining finger, while the left vagina 
was very sinall; its orifice was compressed and hidden below the urethra. 

The specimen consisted of a bicornute uterus with a double cervix. 
In the right horn there was an advanced growth which had largely 
infiltrated the muscular wall. The growth had also broken through into 
the lower part of the left horn and both halves of the cervix 

Microscopically the tumour was a typical adeno-carcinoma. 

The specimen was an interesting pathological curiosity. At the British 
Congress of Obstetricians and Gynzecologists, held in Manchester two 
years ago, Dr. William Graves, of Boston, read a short paper on obstruction 
as an «etiological factor in the development of malignant disease. The 
present case might be an example, as the curious history, to be presently 
related, suggested that the menstrual blood had some difficulty in escaping 
from the right side of the uterus; the cervix and the vagina on that side 
were less well developed than on the right. 
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From puberty, at the age of 13 years, the patient had suffered pain at 
her menstrual periods, the pain being situated on the right side of the 
abdomen. At the age of 21 it became much worse and she saw a surgeon 
who diagnosed appendicitis. ‘This was in 1893, when it was not customary 
to open the abdomen in the light-hearted fashion of to-day ; she was, there- 
fore, treated exepectantly. She saw a gynecologist 27.years ago, who 
thought that there was no occasion to operate in view of the surgeon’s 
previously expressed opinion. Actually the patient remained an invalid 
from the age of 18 till the time of the menopause 13 years ago. She told 
him that she was quite unable to lead an ordinary life but remained in 
bed during the menstrual periods and reclined on a couch at other times. 

After the menopause, however, her pain disappeared and she was able 
to get up and go about. 

The developmental abnormality must have been the cause of her pain, 
because he inspected the appendix when he opened the abdomen and 
found it to be perfectly healthy. 


Mr. N. L. Epwarps (Manchester), showed a specimen of 
AN Ecropic GESTATION IN A HyDROSALPINX, 


This had been removed at operation from a woman aged 39 
with three children, and consisted of the left Fallopian tube and 
the left ovary. In the isthmic portion of the Fallopian tube a mole 
was present, a portion of which he had removed for section. There 
was also a small rent, in that part of the wall of the Fallopian tube 
covering the mole, through which profuse intraperitoneal bleeding 
occurred. The Fallopian tube distal to the mole was thickened, and when 
seen at operation it was in a state of hydrosalpinx and was buried, 
together with the ovary in dense fibrotic adhesions. While separating 
the Fallopian tube the hydrosalpinx burst, an ounce or two of thin blood- 
stained fluid escaping. He had not been able to find any accessory ostium, 

The right Fallopian tube and the right ovary were normal. The ovary 
contained a corpus luteum of pregnancy. Four weeks’ vaginal bleeding 
followed six weeks’ amenorrhcea. Some slight lower abdominal pain had 
been noticed at the commencement of the bleeding. He thought it possible 
that the ovum had died about this time. Twelve hours before operation 
acute hypogastric pain had appeared, which was followed by fainting 
attacks and by the appearance of pain in the right shoulder. 

Dr. Edwards said the problem was how did the ovum reach the isthmic 
portion of the left Fallopian tube; for there did not appear to be any doubt 
that the abdominal ostium must have been closed long before the present 
pregnancy commenced. Perhaps the hydrosalpinx had some connexion 
with the last puerperium seven years previously, for there was a history 
of a chill coming on about the twentieth day, which kept her in bed for 
14 days. 

He wondered if it could be a case of true internal migration of the 
ovum, which, according to Whitridge Williams, had never been proved tu 
occur in the human female. 
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Mr. P. Mapas (Liverpool), showed a specimen of a 


LARGE CERVICAL FIBROID WITH EXTENSIVE Cystic CHANGES 
removed from an unmarried, nulliparous woman aged 45. She stated that 
for six months she had noticed her abdomen increasing in size, that 
micturition had been unduly frequent, and that she had slight epigastric 
pain after food. Menstruation was normal, lasting five days in a 28 days’ 
cycle. 

Examination of the abdomen revealed a lobulated cystic swelling 
arising from the pelvis and extending to the umbilicus. The pelvis was 
filled by the lower pole of the tumour, which had displaced the small uterus 
downwards and forwards. 

Dr. Burns and he saw tie case together and agreed on the presence of 
a cystic tumour, which they thought was an ovarian cyst. He opened the 
abdomen and found the swelling to be cystic, but to arise, not from the 
ovaries, which were tiormal, but from the back of the right side of the 
supra-vaginal cervix. The uterus contained one small fundal fibroid, 
the size of a gooseberry. 

The tumour was retroperitoneal and had stripped up the peritoneum 
of the pouch of Douglas and the posterior abdominal wall. He did a 
supra-vaginal hysterectomy, first stripping the peritoneum from the front 
of the tumour, securing the uterine vessels on the left and free side; 
he then divided the cervix and secured the right uterine vessels after the 
pedicle of the tumour had been thus mobilized. The right ureter was 
displaced. 

The specimen weighed 101% pounds. The fluid was seen to be contained 
in numerous small loculi. Frofessor Ramsden had examined the fluid, 
and found it to contain globulin and albumin, but no mucin or pseudo- 
mucin. Sections showed almost complete replacement of the fibrous and 
muscle cells by the fluid. It was interesting to note how the blood 
vessels had resisted the change more than the other elements of the tumour. 
No epithelial elements had been found in the tumour. 

From the history the cystic change did not appear to have been a recent, 
acute complication. The patient did not complain of any pain. The 
vascular supply of the growth was not commensurate with its size and 
he regarded the cystic change as a purely degenerative process, probably 
a late stage of, or following on, extensive hyaline change, to which, accord- 
ing to accepted teaching, it was closely allied. 


Mr. Maras also showed a specimen of a 


CERVICAL FIBROID REMOVED AFTER TREATMENT OF A CO-EXISTEN'T 
CARCINOMA CERVICIS BY RADIUM, 


The patient, who had had two children, was aged 37 years. She had 
been seen in March, 1930. She gave a history of irregular bleeding for 
four months, but had had no other symptoms. There was nothing abnormal 
in her previous history. 

Abdominal examination was negative. Vaginal examination revealed 
a firm swelling, the size of a golf ball, projecting from the posterior lip 





Reports of Societies 475 


of the cervix, covered by a thin layer of yellow necrotic tissue. This 
swelling was evidently a fibroid polypus. A friable, vascular ulcer of the 
anterior lip of the cervix, extending to the summit of the anterior fornix, 
was also present. A fragment of this was removed for section, and it 
proved to be a squamous-cell carcinoina. There was no evident 
extension of growth beyond the uterus; the bladder and rectal mucosce 
were normal, The uterus was fixed by the bulk of the fibroid. 

Three applications of radium were given by the Stockholm technique ; 
the total uterine dose was 1,800 mgin-hrs, and the total vaginal dose was 
55744 mgm-hrs., making a combined total dose 7,544 mgm-hrs. On 
examination just prior to making the third application, the fibroid polypus 
showed the following changes: A slight decrease in size, a marked 
increase in softness, and a decrease in vascularity. He removed 
it with scissors before applying the radium, so that the fibroid only 
received two applications, namely, a vaginal dose of 1,848 mgm-hrs. 
(84 x 44 hrs.), a uterine dose of g24 mgm-hrs. (42 mgm x 22 hrs) and 
a total dose of 4,772 mgm-hrs. The patient was still well; she was having 
deep X-rays and there was no evidence of recurrence 

Mr. Malpas said the interest in the case lay in the microscopic 
appearance of the fibroid after an intense irradiation, viz., 4,772 mgm-hrs. 
There was no definite change in the cells of the fibreid. The nuclei stained 
well and showed no abnormalities. There was some microscopical 
evidence of cedema, and the superficial parts of the fibroid were covered 
by an inflammatory exudate. The section showed an almost complete 
resistance of the cells of the tumour to the radium. 

He had shown these sections in view of the problem of the treatment 
of fibroids with radium. His own experience, confined to only a few cases, 
was that the response of a fibroid uterus to radium is very uncertain. If 
this speciinen represented the true state of affairs when a fibroid is 
irradiated, it would be seen that the value of radium in cases of uterine 
fibroids depends upon some factor other than the direct effect of the 
gamma rays upon cells of the fibroid. 


NORTH OF ENGLAND OBSTETRICAL AND GYNA‘COLOGICAL 
SOCIETY. 


At a meeting of the Society held in Liverpool, on Friday, December 
Igth, 1930, the President, Dr. J. W. Burns, delivered his valedictory 
address entitled 


“STOCKTAKING.”” 


Having thanked the members of the Society for their support during 
his year of office, he reviewed the development of Gynaecology and 
Obstetrics during the past 4o years. In order to see how Gyneecology and 
Obstetrics had developed among the members of the Society during the 
past 4o years he had made an abstract of the ‘‘Proceedings’? and had 
divided them into five-year periods. He hoped the very short and 
condensed abstract would prove of interest. He stressed the fact that he 
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was dealing only with the various papers produced at the North of 
England Society’s meetings, though many members had spread abroad 
their fame by producing papers and essays elsewhere. The items which 
he picked out for mention were those which, in his opinion, reflected the 
type of work which at that particular time was being done. 

1590-1895. 

Alexander. Supra-vaginal hysterectomy, stump of cervix fixed to 
abdominal wall. Registration of midwives. 

Mayo-Robson. Intraperitoneal treatment of pedicle in hysterectomy. 
Recto-vaginal fistula. 

Donald. Ventral-fixation—discussion—ior retroflexion with adhesions, 
yes; but for mobile uterus, very occasionally. 

Alexander. Round ligament operation. 

Gemmel. Procidentia—posterior colpo-perinceorrhaphy—tailure. Don- 
ald in criticism foreshadowed the Manchester method by stating than 
anterior colporrhaphy, amputation of the cervix and colpo-perinzeorrhaphy 
ought to be done. 

Sinclair, Friability as an important sign in malignant disease of 
cervix. 
1896-Igoo. 

Sinclair. Minor operations. He suggests the following method of pro- 
ducing analgesia for minor operations, such as passing the sound, posterior 
section, laminaria tents :— 

1. Morphia. 

2. Two fluid ounces of medicated whisky a quarter of an hour before 
the patient is placed on the table. 

3. Solution of 10 per cent cocaine applied to the part. 

Briggs. Induction of premature labour by using three bougies. 

Helme. Hysterectomy without drainage. He remarked that formerly 
it was a question of ‘Is any operation justifiable ?’”? Now the question 
was ‘‘Which operation ?’? He advised never to operate unless urgent 
symptoms arose. 

Fothergill. Note about placental formation. 

Vaginal hysterectomies were still being performed for cancer. 

Braithwaite. Treatment of puerperal sepsis: Calomel, water bed, 
flannel on chest. Phenacetin, quinine, digitalis, antistreptococcal serum. 
If the latter was to be of any use it must be given early. 

Fothergill. Pathology of flexions and versions. 

Alexander. Myomectomy : Suturing edges of cavity to abdominal wall 
and packing with gauze. 

Sinclair. Retroflexed gravid uterus. Watch-spring pessary and gum 
elastic catheter for bladder. 

Helme. Hysterectomy. No drainage. Recovery. 

Fothergill. Auto-intoxication theory of eclampsia. Said toxins arise as 
a result of katabolisin of tissues which, if not eliminated, give rise to the 
symptoms. 
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At that time accidental hemorrhage was still treated by accouche- 
ment forcé. Briggs advised against profusion and, in his quaint 
way, said that it was much better to keep the patient warm and quict 
and to allow gentle natural delivery to take place. He thought most 
people at the present time agreed with Professor Briggs. 

Sinclair. Impossibility of diagnosing adenoma malignum on iicro- 
scopical evidence alone. 

Donald. In his address on minor gynecology, noted the passing of 
the pessary and sound as used in the consulting room. The curette was 
coming into its own. Stressed the danger of over-operating. 

During this period abdominal operations were coming into fashion. 
Vaginal operations were beginning to fade. 

IQOI-1905. 

Wallace. Vaginal hysterectomy by the clamp method. 

Braithwaite. Digestive power of peritoneum absorption of placenta. 

During this period there seemed to have been considerable competition 
amongst the members as to who should produce the biggest mass of tissue 
per vaginam. 

Sinclair. Two Caesarean sections on the same woman. 

Grimsdale. Progress in surgical methods. 1. Open method, 2. Period 
of drainage. 3. Complete closure. 4. Pre-antiseptic. 5. Antiseptic. 
6. Aseptic. 

Hellier. Stated the abdominal method of operating would ultimately 
be the method of choice. 

Accouchement forcé was still adopted in cases of eclampsia, but more 
attention was being paid to treatment of general condition, and doctors 
were gradually coming to leave the labour alone. 

Sinclair. Ventral-flexation again cropped up. Should not be adopted 
as a means of curing prolapse. Should only be used in cases in which 
symptoms arose as a result of retroflexion. 

Gemmell. Influence of environment on women and its relation to 
obstetrics and gynecology. First attempt to introduce preventative medi- 
cine in obstetrics and gyneecology. 

Donald and Fothergill. Chronic endometritis and metritis. The 
authors considered chronic congestion the cause and advised curetting. 
Did not bélieve masturbation was a cause but believed that frequent sexual 
excitation was a potent cause. 

Fothergill. Action of decidual cells on the trophoblast. 

At this time members were not yet quite agreed as to the value of 
myomectomy. 

Wallace. Pelvic dissections for cancer of the cervix, High mortality. 
Glands infected in 35 to 4o per cent. Showed that vaginal hysterectomy 
in cancer of the cervix was quite unjustified on account of the metastases. 
1906-1910. 

Lloyd-Roberts. First suggested the study of ante-nata! disease. 

Cuffe. Tying of broad ligament veins in cases of puerperal pyeemia. 

Wallace. Ventral-fixation : Diaphragm method. 

Croft. Kclampsia : Diaphoretics. Accouchement forcé, morphia. 

Cameron and Fothergill. Pelvic floor supports. The importance of the 
perivascular pelvic fascia was stressed and consequently the necessity in 
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prolapse operations of operating above the levatores ani. Red degeneration 
in fibroids first mentioned. 

Wallace. Stated that it was his belief that the general surgeon would 
take the place of the gynecologist. 

Loraine-Smith and Fletcher Shaw. Red degeneration. 

Leith Murray. Red degeneration: Autolytic action of blood serum and 
its relation to hyaline degeneration of fibroids. Lipoids of degenerating 
fibroids haemolytic. 

Shaw. Emptying uterus in cases of eclampsia still held as good 
treatment. 

IQII-1915. 

Fothergill. Made a spirited attack on tie use of the term endometritis. 

Moritz. The importance of the pelvic fascia again introduced. Fothergill 
hoped that the myth of Mackenrodt’s ligaments had now been exploded. 

Hellier. Treatment of retained membranes. 

Fothergill. First exposition of the Manchester method of operating 
for prolapse. 

Blair Bell. The reason why menstrual blood dces not coagulate. 

Fothergill. Second exposition of the Manchester method of operating 
for prolapse. 

Gough. Adenomyoima of uterus. Fallopian tube and sigmoid. Not yet 
known as endometrioma. 

Briggs. Coxalgic pelvis—raised on the diseased side. 

King. Hysterectomy for concealed accidental haemorrhage. This 
seemed to have been the treatment of election at this time. 

1914-1919. War. 
1919-1923. 

Teyland Robinson. Hyperthyroidism and pregnancy. 

Donald. Adenomyoma of the recto-vaginal space and its association 
with ovarian tumours containing tarry material; stated his belief that in 
their origin these tarry cysts had something in common with adenomyo- 
mata. This meant that Donald, three years before Sampson’s paper, had 
formed an opinion as to the origin of these tumours which was afterwards 
proved by pathologists. 

Leyland Robinson. Excellent article on heart disease and pregnancy 
and the treatment. 

Dougal. Adenomyoma involving the appendix. Donald said: 
“Formerly these growths (adenomyoma) were thought to be direct ex- 
tensions from the uterus. The question arose whether the ovary might 
not be the common source of origin.” 

Blair Bell. Influence of lead on normal and abnormal cell growth and 
on certain organs. 

This formed the introduction to the lead treatment of cancer. 

Glynn. The effect of exercise on the incidence of post-operative pul- 
monary embolism (so called) 28 out of 35 were found to be pulmonary 
thromboses. 

Bailey. Pelvic adenomyoma: The term endometrioma and endometrio- 
myoma introduced by Blair Bell. 

Leith Murray. Myomectomy in bulk. 

Gemmell. Ganglia in region of cervix. 
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Bailey. Pathology of cervicitis. 

Leyland Robinson. Tuberculosis and pregnancy. 

The President said it was quite obvious from reading this very con- 
densed abstract of the work done by the Society during the past 40 years 
that gynecology and obstetrics had progressed very appreciably. The 
progress has been slow, naturally. He thought that it was largely due 
to that conservative spirit which forms such a large part of our make-up. 
It is found difficult to take up quickly new metheds and new technique. 
Nevertheless, he thought the present-day members of the Society ought 
to be very proud of what their predecessors had done. 

He thought it quite justifiable to make special mention of the following 
items of progress in gynzecology and obstetrics for which the members of 
the North of England Obstetrical and Gyneecological Society have been 
responsible :— 

1. Foundation of the Society, 

2. Foundation of the Journal. 

. Foundation of the College of Obstetrics and Gynecology. 
. The Manchester method of radical cure of prolapse. 

. Lead treatment of cancer. 

. Foundation of the Gynecological Visiting Society. 

7. Foundation of the Gynzecological Club. 


Dr. D. DouGaL (Manchester), showed a specimen of 


IMPERFORATE VAGINA WITH URETHRO-VAGINAIL FISTULA. 


A young woman, aged 31, married five years, visited the Out-patients’ 
Department of the St. Mary’s Hospitals, complaining of apareunia, 
sterility, and intermenstrual discharge. Menstruation had commenced at 
the age of 18 years, was regular every 28 days and of one and a half days’ 
duration. There was very little dysmenorrhcea. The general development 
of the patient was good. 

On local examination the lower end of the vagina was occluded by a 
membrane, and through this one could feel several calculi. The urethral 
orifice was in its normal position and the other parts of the vulva were 
also normal. On rectal examination a cord-like structure could be felt 
running up from the iower part of the vagina towards the left iliac fossa, 
and somewhere in this situation could be felt a rounded mass, evidently 
the uterus. 

The patient was admitted to hospital for further investigation, On close 
inspection under an anesthetic the vagina was found to be completely 
occluded, the only opening in the vulva being the urethra. Evidently, 
then, the discharge and menstrual blood must have come through this 
opening. The urethra was, therefore, explored with a sound, when an 
opening was discovered leading from the lower part of the canal into the 
cavity lying beyond the occluding vaginal membrane. A median incision 
was then made through the posterior margin of the urethral orifice as far 
up as the fistula and carried backwards to the anterior edge of the perineum, 
thus opening up the lower part of the vagina. The latter was then found 
to contain two calculi and a quantity of thick mucus. These being 
removed a small opening was found in the roof of this cul-de-sac, and it 
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was possible to pass a probe through this and along a narrow canal 
1unning up tewards the swelling in the left iliac fossa already referred to. 
A portion of the vaginal occluding membrane, undoubtedly the hymen, 
was reinoved for examination, but unfortunately owing to shrinkage after 
the initial incision no epithelixm could be found on its inner surface. The 
cuter, as expected, was covered by squamous epithelium. The hymen 
was conipletely excised and a few stitches put in round the edge of the 
vaginal orifice. 

He saw the patient six months after the operation and she was very 
much better. She told him that coitus was now possible and that the 
vaginal discharge had ceased. Urinary control was perfectly efficient. 

On examination the vaginal cul-de-sac was now two inches deep and 
the local conditions as at the previous operation. 

He thought this case was a unique one and threw some light on the 
development of the hymen, the urethral orifice and lower end of the vagina. 
There were really six malformations present :— 


1. Malformation of the uterus which could not be accurately described 
as the abdomen was never opened. The uterus, however, lay well towards 
the right iliac fossa and was therefore probably unicornute; the horn, 
however, being sufficiently well developed to allow of menstruation 
occurring. 


2. The upper two-thirds of the vagina was incompletely developed, the 
Miillerian cords having formed a very narrow canal. Possibly only the 
right cord was present. 


3. The lower end of the vagina was represented by the cul-de-sac ex- 
posed after incising the hymen and was evidently derived from the 
posterior part of the uro-genital sinus. The upper part of the vagina 
communicated through a small opening situated in the roof of the cavity. 


4. Normally the vesico-vaginal septum grows down and divides the 
uro-genital sinus into two, the anterior part forming the bladder neck and 
urethra, the posterior, the lower third of the vagina. In this case the 
vesico-vaginal septum did not reach the surface of the body, otherwise 
the uro-genital plate, and consequently there was a fistulous opening 
left between the urethra and the lower end of the vagina. 


5. The hymen was imperforate and closed the lower third of the vagina, 
derived as already stated from the posterior part of the uro-genital sinus. 
This supports Blair Bell’s theory that the hymen is developed from the 
uro-genital plate. If it were developed from the epithelium covering 
Miiller’s prominence, i.e., the point where the Millerian cords reach the 
roof of the uro-genital sinus, the latter would not have been closed as in 
the present case. 


6. Blair Bell states that the urethral labia are also developed from the 
uro-genital plate. His case supported this theory, as the urethral orifice 
was completely formed although the lower part of the posterior urethral 
wall was absent. Quite evidently the uro-genital plate normally breaks 
down in two places, the anterior forming the urethral orifice, the posterior 
the opening into the vagina through the hymen, 
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Mr. Lk¥YLAND ROBINSON (J,iverpool), showed a specimen of a 
URETHRAL FIBROID 


removed from a multigravida, aged 47, who merely complained of vulval 
discomfort. He quoted the literature on the subject and said that this 
was the rarest of urethral tumours. Microscopically it was a fibromyoma. 


Mr. Lk&yYLAND Roprnson (Liverpool), also described 
A LARGE CERVICAL FIBROID WEIGHING 22 POUNDS 3 OUNCES 


which had grown from the posterior aspect of the cervix and had pushed 
the uterus forwards, upwards, and to the right. He enucleated the tumour 
from the left broad ligament and said it belonged to the class of retro- 
peritoneal fibroids. 


Dr. HunTER (Manchester), described 
AN Unusual CASE OF FIBROID 


removed from a primiparous patient, aged 26. The patient came complain- 
ing of pain in the region of the left hip, which radiated down the back ot 
the thigh. The pain, which had been present for five or six weeks, was 
described as being neuralgic in type, and had been gradually getting worse. 
It tended to be worse when she got up in the morning and gradually wore 
off during the day ; during the past fortnight it had been fairly severe. The 
pain was not aggravated by the menstrual periods and there was no 
history of vomiting. 

Her own doctor had treated her without any relief of symptoms, and, 
thinking the condition possibly due to sacro-iliac trouble, had had her 
X-rayed. The X-ray showed a dark shadow in the pelvis as seen, and 
she was sent on to see him. 

Menstruation. Menarche 14, periods were regular; five days every 28 
days. The loss had always tended to be rather profuse but there had 
not been any increase. She had no dysmenorrhcea and no clots were 
passed. ° 

Examination. On abdominal examination no abnormality whatever 
could be made out and there was neither pain anor tenderness, 

On vaginal examination, the cervix was found to be small and healthy, 
but the uterus was retroverted, and a hard lump about the size of a 
tangerine orange could be felt incorporated in the uterine body. The 
uterus was very mobile and lay over to the left side, and both appendages 
were prolapsed in the pouch of Douglas. On squeezing the uterus no 
tenderness or pain could be elicited. There was very definite pain on 
pressure and hypereesthesia over the left sacro-iliac joint and down the 
back of the left thigh. 

Operation. On opening the abdomen, the uterus was seen to be lying 
in the pelvic axis and it was enlarged to about the size of a two months’ 
pregnancy. There was a slight projecting nodule about half way up the 
anterior wall and, on palpating, a definite hard lump could be felt. 
Both appendages were healthy. 
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A small vertical incision was made in the anterior uterine wall over 
the nodule, and what appeared to be a calcified fibroid was exposed and 
easily shelled out. 

The patient made in uninterupted recovery, the symptoms disappeared 
immediately and had not recurred. 

Review of the case. This case presented several interesting features 
presumably the fibroid underwent degeneration either during pregnancy 
or the puerperium, and subsequently calcified. It was curious that she 
had no symptoms referable to the fibroid during this time, and that there 
were no symptoms until six weeks before he saw her. The pain was of 
an unusual type and there were several possibilities regarding its origin. 
Was it due to direct pressure on the sacral nerves? This was possible, 
as the fibroid lay on the left side and the pain was definitely left-sided. 
In view of the small size of the fibroid, this seemed unlikely, for there 
was no evidence of any pressure on the posterior lateral pelvic wall. Was 
it due to the fibroid bouncing about, thus causing repeated trauma ot 
the sacral plexus? This was unlikely, as the uterus was not unduly 
mobile and the fibroid was deep in the muscular wall 

Was it a referred pain due to the pressure of the calcified mass in the 
uterus? This seemed the most likely explanation, but as the tumour was 
situated in the middle of the uterus, it was difficult to see why the severe 
pain should be localized to one side. 


Dr. K. V. BatLky, (Manchester), described a case of 


IMPLANTATION WITH SECONDARIES AFTER RADICAL OPERATION FOR CANCER 
OF THE BODY OF THE UTERUS. 


Eighteen months previously the patient, aged 49, unmarried, was 
suffering from irregular uterine haemorrhage nine months after the meno- 
pause. At this time a relatively slight but continuous haemorrhage 
occurred, lasting for four or five weeks. The family history contained 
numerous instances of malignancy, and it was that fact which chiefly 
persuaded the patient, who herself had considerable experience in medical 
matters, to consult a gynecologist. 

The consultation and ensuing opetations were carried out elsewhere. 
The uterus was curetted and the curettings examined histelogically, and 
found to be malignant. A few days afterwards a pan-hysterectomy was 
performed. ‘The patient returned and progressed through a normal con- 
valescence, gradually resuming her normal activities. 

Twelve months after the operation she developed symptoms relative 
to the gall bladder. She experienced intermittent acute attacks of epigas 
tric pain on the right side, simulating gall-stone colic. There was 
continued nausea, but no jaundice, and there was « diffuse tenderness on 
palpation along the right costal margin. At this time the patient was 
still working, and there had been no loss of weight. In fact; hitherto her 
general condition had been quite satisfactory. These symptoms continued, 
with short intervals of cessation, for three or four weeks, during which 
the patient was under careful observation. During the time local tender- 
ness of a minor degree developed in the region of the left iliac fossa, and 
in this situation he was able to palpate a small rounded mass which 
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appeared to be adherent to the posterior abdominal wall. The pelvis, 
however, was clear. 

Mr. Rayner and he performed laparotomy, at which the condition 
was found to be one of diffuse multiple secondary growths of the liver. 
This organ was solid throughout with nodular growths, apparently 
little normal tissue being left. In the left iliac-fossa there was a 
rounded mass of growth, the size of a tangerine orange, which was sliglitly 
adherent to the sigmoid on the one side and to the parietal peritoneum on 
the other, but which had originated from neither of these two structures. 
It was easily possible to separate it from all surrounding organs, and it 
Was, as it were, suspended in this situation by a system of thin fibrinous 
adhesions which communicated with the large intestine and peritoneum. 

It would therefore appear that this mass of growth was in the nature 
of an implantation tumour, and that the enormous involvement of the 
liver derived from this as a base. He felt that the importance of the 
case was concerned with the fact that a preliminary curetting had been 
performed for the condition of an early carcinoma of the body of the uterus. 
Malignant material, therefore, had been disturbed and shed into the 
vaginal vault, and after the curetting undoubtedly more of this material 
would continue to extrude itself through the cervical canal, so that at the 
ensuing radical operation the risk of implanting some of these cancerous 
cells on to the pelvic peritoneum by inadvertently dropping them was 
greatly increased by the growth in the interior of the uterus being pre- 
viously disturbed in this way and the cervical canal dilated at the 
curetting. 

It is known that carcinoma of the body of the uterus of itself is not 
prone to give rise to secondary deposits in the liver unless the growth 
has transcended the confines of the uterus and has become adherent to some 
part of the intestinal tract. The importance, therefore, of maintaining this 
Iccalization of the grewth during the radical operation cannot be over- 
estimated, neither can the danger of allowing contact between adeno- 
carcinomatous material, such as this, and the intestinal tract or peritoneum. 

In what percentage of cases, therefore, would one unnecessarily remove 
the uterus if one performed the radical operation without preliminary 
culetting in these cases in which there is definite post-menopausal 
heemorrhage ? 

In discussing the case Dr A. Gemmell (Liverpool), said he did not 
think that carcinomatous cells were spread to any marked degree by 
curetting, but asked why pan-hysterectomy was not performed at once, 
and Dr, Bailey, in his reply, pointed out that it was such an early growth 
that the diagnosis was in doubt at the first examination. 


Mr. St. GEORGE WILSON (Liverpool), described a case of 
PERFORATING HYDATIDIFORM MOLE 


which had been removed from a patient who had had two previous 
pregnancies terminated by Czesarean section, Her last menstrual period 
had occurred seven weeks before she was adinitted to hospital with 
bleeding, which soon ceased. A small vaginal cyst was excised and she 
was discharged, only to return again at the fifteenth week with a history 
of bleeding having again occurred for a fortnight, 
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She had an abdominal swelting about the size of a 20 weeks’ pregnancy ; 
‘The os uteri was patulous. Owing to her exsanguinated condition she was 
given a blood transfusion and the uterus was evacuated under gas and 
oxygen. The evacuation of the hydatidiform mole was however, in- 
complete. The Zondek Ascheim.test done with the urine of the same day 
was strongly positive. Bleeding was still moderately profuse for the next 
10 days, with the evacuation of offensive discharge, so sub-total hysterec- 
tomy with bilateral salpingo-obphorectomy was performed. The omentum 
aud the bladder were adherent to the front of the uterus, and during the 
operation some foul-smelling fluid leaked into the peritoneal cavity. The 
Zoudek Ascheim test of this date was negative. 

A week later the abdominal wound broke down and was resutured, 
but the patient died the following day. At the post-mortem examination 
the abdominal cavity contained pus; there was no growth in the lung. 
The specimen showed the bisected uterus with its appendages. A portion 
of the hyditidiform mole was to be seen in the cavity of the uterus. At 
one spot in front the wall was thin and perforated, the omentum was 
firmly adherent to this area. Microscopical sections of the mole were 
shown. 

In discussing the case Dr. Willett (I,iverpool), thought that spon- 
taneous evacuation of a hydatidiform mole should be induced if possible. 

Dr. A. A. GEMMELL (liverpool), thought the best way to treat a 
hydatidiform mole was by abdominal hysterectomy, a proceeding with 
which Mr. Wilson was in total disagreement. 

Dr. Datnow (Liverpool), said that the Zondek Ascheim test was 
usually positive if any tissue was left behind, and he was surprised that 
iii this case it was negative. 


THE MIDLAND OBSTETRICAL AND GYNASCOLOGICATL, SOCIETY. 


The second meeting of the session of the Midland Obstetrical and 
Gynecological Society was held at Nottingham on October 26th, 1930. 

In the morning, operations were performed at the Woman’s Hospital, 
Nottingham. In the afternoon the meeting was held at the Women’s 
Hospital, and the following cases and specimens were shown :— 

Mr. WEBBER: 1. An early ectopic pregnancy. <. A small pseudo- 
mucinous papillary multilocular ovarian cystadenoma, 3. X-rays of a 
lithopzedion. 

These were discussed by Messrs. Statham, Rayner, Paramore, Watson, 
Purslow, Maslen Jones, and Miss Glen Bott. 

Mr. MALKIN: 1. Foetal cystic kidneys which caused obstruction in a 
case of breech delivery. 

MR. LoCHRANE: 1. Microscope slide from a case of carcinoma corporis 
uteri in a woman aged 20 years. 2. A specimen of the vulva and the 
inguinal glands removed for epithelioma in a girl, aged 21, who had had 
parakeratosis four years previously, 


These specimens were discussed by the President and Mr. Lavell. 
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Dr. W. R. SmitH. A calcified fibroid removed from a patient who 
had been treated for sciatica for 25 years. 


This case was discussed by Mr. Purslow, Mr. Paramore, and Mr. Rayner. 


Mr, STaTHAM: A _ specimen of a vesical calculus showing a catgut 
ligature as the nucleus. The specimen had been removed from a vesico- 
vaginal cavity produced by the colpocleisis operation for a vesico-vaginal 
fistula 18 months previously. 


The specimen was discussed by Mr. fochrane, 


THE EDINBURGH OBSTETRICAL, SOCIETY, 


At a meeting of the Society, held on 1oth December, 1930, with the 
President, Dr. H. S. Davipson, in the chair, Dr. JamMEs Davipson read 


A REVIEW OF THE HISTOLOGICAL CHANGES OCCURRING IN THE LIVER IN A 
SERIES OF CASES OF ECLAMPSIA, WITH REFERENCE TO THE CLINICAL 
MANIFESTATIONS, 


in which a series of cases was discussed, both as regards the clinical 
manifestations and the pathological changes occurring in the liver and 
kidneys. The liver changes were frequently seen to be much more severe 
and widespread than is usually recognized. 

It was shown that there were at least three different types of lesion 
found in the liver, viz. :— 

1. Necrosis of the cells of the peripheral zones of the lobules, 

2. Widespread necrosis of the cells in the central and middle zones. 

3. Sinall areas of focal necrosis. 

These pathological changes were found in (a) cases which, clinically, 
were typical of eclampsia with fits and a high blood-pressure ; (b) cases with 
fits and a low blood-pressure; (c) cases with no fits and a high blood- 
pressure; (d) cases with no fits and a low blood-pressure. 

In other words, cases diagnosed clinically either as eclampsia or as a 
severe toxeemia of pregnancy were shown to have the same pathological 
lesions. The striking resemblance of the more severe type of liver lesion 
to acute yellow atrophy was discussed. 

The severity of the renal changes was contrasted with that of the 
changes found in the liver and it was suggested that the renal lesions 
were, to a certain extent, secondary to the hepatic. 


Dr. R. Everett reported 
A CASE OF TRAUMATIC RUPTURE OF THE UTERUS AT THR FOURTH MONTH. 


The patient, an unmarried girl of 18, was thrown off the pillion of a 
motor-bicycle going at 30 miles an hour. She was admitted to hospital 
in a dazed condition, and for several days suffered from cerebral irritation 
associated with a moderate degree of shock and a pulse-rate of 120. She 
had also a Colles’s fracture of the left forearm. She gave a history of 
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having missed four periods. ‘There were, apparently, no abdominal 
symptoms, She had a slight vaginal discharge from that time for seven 
weeks when she was re-admitted into a gynecological ward. She was then 
found to have a hard mass in the right iliac fossa, which was thought to 
be a haematoma of the abdominal wall which had undergone some calcifica- 
tion. On account of the bleeding, curettage was performed, and a few 
fragments of what appeared to be retained placenta were removed by the 
curette. The patient was discharged a week later having had an 
uninterrupted convalescence with no further bleeding. 


Three weeks later she reported at the hospital and stated that she was 
feeling well and had returned to work two days previously. The mass 
on the right side appeared to be harder, and an X-ray photograph was 
taken which revealed a lithopoedion on the right side. A lipiodal examina- 
tion was carried out, when it was found that the lithopcedion was 
separated from the uterus and was outside the Fallopian tubes. This 
showed that a rupture of the uterus had taken place on the right side. 
At the abdominal operation, which was performed in the course of the 
next few days, the lithopcedion was removed with some difficulty, because 
there were numerous adhesions both to it and to the uterus. 


The patient was discharged from hospital three weeks after operation, 
after a satisfactory convalescence, and 6n returning two months later she 
said that her periods were regular. The uterus appeared to be mobile and 
completely involuted. 


THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of 
Medicine in Ireland was held in the Royal College of Physicians on Friday, 
October 24th, 1930, the President (Dr. A. H. Davipson) in the Chair. 


Dr. NINIAN FALKINER showed 


(a) A LARGE MyoMA, AND (b) SPECIMENS FROM A CASE OF PREGNANCY 
FOLLOWING THE REMOVAT OF BILATERAL, OVARIAN DERMOID CysTs. 


(a) A large myoma. 


The patient was aged 48. She came to hospital on June 3rd, 1930, 
complaining of a lump in her abdomen. Her menstrual periods were 
regular but excessive. The appetite was good and the bowels were regular. 

The abdomen was completely filled by a tumour, apparently solid, and 
when a bimanual examination was made the whole pelvis was found to 
be similarly occupied. The diagnosis of a malignant ovarian tumour was 
made. The abdomen was opened and it was found that the uterus was 
situated on the side of the tumour, at the level of the umbilicus. The 
tumour, with the uterus, was removed with considerable difficulty owing 
to impaction in the pelvis. A very large raw area was left and the pelvic 
floor could not be completely peritonized. The abdomen was closed and 
the patient made a good convalescence. The tumour weighs 15 pounds 
Iz ounces. 
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Pathological report. The specimen is of interest as regards its size 
and shape. The shape was apparently influenced by the tumour’s pursuing 
the line of least resistance in its growth, extending downwards. into the 
pelvis and upwards into the abdomen. The uterus is apparently displaced 
upwards. Microscopically the tumour is a simple fibromyoma with 
hyaline and mucinous degeneration, There is no evidence of malignancy 
in the sections. 


(b) Pregnancy following the removal of bilateral dermoid cysts of 
the ovary. 

The patient, M. O’H., first consulted me on August 16th, 1929, when 
she gave the following history. She was aged 30, and married in July, 
1928. May 28th, 1929, was the date of the last menstrual period. Since 
the beginning of August, 1929, she had had vaginal hemorrhage. She 
aborted on August 12th, 1929. On bimanual examination the vulva and 
the vagina were found to be normal and nulliparous; the cervix was 
patulous ; the uterus was anteflexed but displaced to the left. There was 
a large cystic mass on the right side of the pelvis about the size of a 
grape fruit. The diagnosis of an ovarian cyst was made. On account of 
the recent abortion, operation in December was advised, but in October 
the patient came to the town and expressed a wish to have her operation 
then. 


Operation. October roth, 1929. 


After dilatation and curettage the abdomen was opened, when it was 
found that both ovaries were occupied by dermoid cysts. The right ovary 
had been completely destroyed, and it was removed. The right Fallopian 
tube was not involved in the pedicle, and it was preserved. The cyst on 
the left side was shelled out of the ovary, leaving a small piece of healthy 
ovarian tissue. The resulting raw area in the ovary was closed with a 
continuous catgut suture. The abdomen was then closed. 


In August of this year the patient returned to hospital. She was last 
unwell in March, 1930, and had quickened on 25th July, 1930. 

Pathological report. Bilateral ovarian dermoid cysts; no evidence of 
malignancy. 

The PRESIDENT, referring to the case of myoma, said it was interesting 
to note the way in which the growth had spread. It was the largest 
myoma he had ever seen, and, having regard to its size, it seemed rather 
extraordinary that the patient had never suffered from constipation. In 
removing big myomata of this type he thought the ureter always presented 
some difficulty, and he thought Dr. Falkiner was to be congratulated on 
successfully removing such a large myoma. 

Dr. R. M. Corset mentioned two cases of myoma which he had seen 
recently ; in each case the tumour weighed 10 or 12 pounds, and neither ot 
tllem had given rise to any symptoms. 

Dr. BETHEL SOLOMONS was interested in the case of ovarian dermoid 
cysts, for he had a patient, from whose ovaries he had removed dermoid 
cysts, and she she was now four months pregnant and suffering from severe 
hyperemesis gravidarum. He had noticed that complicated pregnancy or 
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labour often followed cured sterility. He considered isolation of the ureters 


essential when dealing with large fibroid tumours such as the one 
exhibited. 


Dr. BETHEL SOLOMONS exhibited 
Two Fisproimw UTERI 


which he had removed from women in the child-bearing period. 
The microscopic report by Dr. Bourke contained nothing unusual. There 
was hyaline degeneration, and some of the smears showed evidence of 
active growth. 

The first patient was aged 47. She had been married 23 years and had 
17 children. Her only complaints were backache and palpitation. 

The second patient was aged 35. She had been married for four years 
and had had two babies and two miscarriages ; the last miscarriage occurred 
three months previously. 

It was commonly held that fibroids occurred chiefly in sterile married 
women, in unmarried women, and in women who had children followed 
by a period of sterility. It was unusual to find a woman with 17 children 
suffering from a large fibroid uterus in the child-bearing period. 

The PRESIDENT said he thought that both these cases illustrated the 
fact that myomata cause miscarriages. 

Dr. GisBON FItTzGipnon said that when working out statistics, which 
he reported to the Academy in 1927, on the incidence of fibroids during 
his Mastership of the Rotunda Hospital, he was surprised at the large 
nuinber of cases of fibroids in women who had had children. 


The majority 
of women with fibroids were married. 


They were either aged about 30, 
consulting a doctor because of sterility, when fibroids were found, or they 
were women who came at the menopause. He thought the old idea that 
fibroids were associated with sterility or celibacy was not confirmed by 
the statistics. 


The PRESIDENT read the report of 
A CASE OF HaiMATOCOLPOS AND HatMATOMETRA. 


Dr. GIBBON FITZGIBBON said he had seen only one case of haematometra, 
in which the tumour had extended to about two fingers’ breadth below 
the umbilicus, and the hymen was very thick. 


Dr. A. Spain mentioned a case of haematometra and haematosalpinx, 
which he had seen recently, in which the tumour extended to about 
two fingers’ breadth below the umbilicus. The cervix was not patent. Sub- 
total hysterectomy, including removal of the Fallopian tubes, was carried 
out. 

Dr. NINIAN FALKINER said he had been present when the President 
operated on his case, and it was only when the danger of perforating the 
bladder and rectum was realized that the abdominal route was taken, 

Dr. R. M. Corsi said he had recently seen a case of haematocolpos, in 
which the patient had an apparently functioning uterus and vagina. It 


was really a case of double uterus. The right cervix and the vagina were 
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patent. There was no difficulty in draining in this case, and the abdomen 
was opened later, when the left side of the uterus was removed. The 
patient had been menstruating on one side, and suffering pain, caused by 
the tumour, on the other side. 

Dr. Davidson, in replying, said he had tried to reach the lower part of 
the heematocolpos, but there was complete failure of canalization of the 
lower portion of the vagina. The bladder and rectum almost met each 
other, and that was why he had treated the case in the way he did. 


SiR WILLIAM SMYLY read a paper on 


RECOLLECTIONS OF THE ROTUNDA HospITAt. 

The PRESIDENT said that when he heard of the things which went on in 
maternity hospitals in the past, he marvelled at the state of perfection 
to which such hospitals had now come through the energy and work of 
men such as Sir William Smyly. The historical facts which Sir William 
had reported were extremely interesting. 

Dr. GIBBON FITZGIBBON said that anyone who had been connected with 
the Rotunda Hospital knew the enormous amount of work which Sir 
William Smyly had done there, and realized the difficulties with which 
he had to contend. 

Dr. J. S. Asne said that it was over forty years since he had worked 
in the Rotunda Hospital as a chemist, and he had seen very remarkable 
changes take place in the Hospital since then. 

Dr. BETHEL SOLOMONS dwelt on the debt which Obstetrics in general, 
and the Rotunda Hospital in particular, owed to Sir William Smyly. He 
suggested that there was a tendency to forget the workers of the past, and 
that lectures should be given to senior medical students by some prominent 
medical historian, such as Dr. Kirkpatrick. Thus would the endeavours 
of the pioneers, Semmelweiss, White, and others be remembered. 

Sir William Smyly had done much at the Rotunda Hospital: he was 
one of the fore-runners in the fight against radical treatment in eclampsia 
and accidental haemorrhage, and he was instrumental in obtaining proper 
equipment for surgical operations. 

It was interesting to hear about the routine vaginal douche in the 
puerperium, while the isolation of septic or potentially septic cases was 
one of the important landmarks in the fight against sepsis. 

Dr. A. J. Horne said that aseptic midwifery, as it is known to-day, 
began at the Rotunda Hospital during the Mastership of Sir William 
Smyly. 


A Meeting of the Section of Obstetrics of the Royal Academy otf 
Medicine in Ireland was held in the Royal College of Physicians on 
Friday, November 21st, 1930, the President, Prof. A. H. Davipson, in the 
Chair. 

Professor R. If. ‘TorreNnuam read 

Notes OF A CASE OF RuptuRE OF THE UTERUS. 


The communication was discussed by some Fellows. 
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The President, Prof. A. H. Davipson, read his Presidential Address on 
SoME NOTES ON PUERPERAI, SEPSIS. 


He dealt chiefly with the treatment of puerperal sepsis as carried on 
in the various large centres of Great Britain and Ireland to-day. He 
pointed out that there had been virtually no improvement in the mortality 
rate for the past 20 years and that puerperal sepsis still forms the largest 
single cause of maternal mortality. 

Some important work, recently done on the bacteriophages of the 
genital tract before and after labour, suggests the conclusion that the 
commonest type of severe puerperal sepsis, that due to haemolytic strepto- 
_cocci, was always an exogenous infection. Non-hamolytic streptococci 
were constantly present in the vaginal flora, and under conditions of 
lowered resistance they became virulent and attacked the patient, giving 
rise to an endogenous infection. Attention has recently been called to 
anaerobic streptococci as a cause of puerperal sepsis. Predisposing factors, 
such as lowered resistance of the patient due to albuminuria or haemorrhage, 
anzemia, laceration or bruising of the soft parts, play a large part in the 
causation of sepsis. Vaginal examinations and intra-uterine manipulations 
must be avoided as far as possible. A large number of deaths from sepsis 
follows manual removal of the placenta, an operation which is sometimes 
rendered necessary by unskilled conduction of the third stage of labour. 

In considering treatment, stress was laid on the importance of prophy- 
laxis by keeping the patient in a good condition throughout her pregnancy 
and labour. 

When sepsis has developed, good nursing and the relief of any dis- 
tressing symptoms is of great importance. The bowels, food, sleep, and 
pain must be attended to. Drainage of the uterus by postural treatment 
is essential, and the patient should be made to sit upright in bed for 
short periods five or six times daily. Intra-uterine douching or exploration 
should be carried out only when it is reasonably certain that something 
has been left in the uterus. Rheinstadher’s curette should never be used 
in a septic uterus. 

Hysterectomy and ligation of the pelvic veins have a small place in 
the treatment of uterine sepsis, but the results are not very encouraging. 
For this purpose there had been devised such forms of treatment as 
Hobbs’s glycerine method, vaccines and sera, the intravenous injection 
of antro-optic solutions such as collosal iodine, mercurochrome, eusol, the 
arsenobenzol preparations and Gordon Luker’s serum and quinine tech- 
nique. All these methods have had their successes, but none is specific. 

Finally, a short résumé was given of the treatment of puerperal sepsis 
as carried out at seven or eight of the main obstetric centres in Great 
Britain and Ireland. 

Sir WILLIAM SMYLY said the chief impression left on his mind by the 
President’s paper was that meddlesome midwifery was bad. New methods 
of interference were frequently introduced, greatly praised, and widely 
practised for a time. They then fell into disrepute. He thought that at 
present the chief duty of doctors in connexion with puerperal sepsis was 
prevention, 

Dr. T. M. Heary said that in dealing with cases of sepsis he thought 
nursing did more to help the patient’s recovery than any drugs which 
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were known at the present time. He felt that the value of drugs in these 
cases was, to a large extent, exaggerated, and that the chief essentials 
were plenty of sleep and plenty of nourishment. In the war immuno- 
transfusion had been proved to be of little value, 

Dr. Grppon FirzGisBpon found it impossible to deal with the data in 
the paper, but he gave an outline of the views he had formed from his 
own experience on the subject. 

It was a mistake to speak of puerperal sepsis as if the condition was 
a single and distinct disease. He divided the cases into two different 
groups: (1) those in which the tissues of the woman are undamaged and 
not devitalized after delivery; (2) those in which labour has been pro- 
tracted, with prolonged devitalizing pressure on the soft parts. Such a_ 
division of the cases had an important bearing on the originating factor. 
In the first group the infection was due to an invasion by pathogenic 
organisms of a host with a normal resistance. The woman probably had, 
as many women do have, a pre-existing debility which lowered her normal 
resistance and made her susceptible to infection. In the majority of 
these cases the infection is exogenous, due to carriers, indirect contacts, 
or faulty operative technique, but there is in this group a small numbet 
of cases in which the woman is her own carrier, such as women with 
quiescent dental root infection, chronic but quiescent infection of the 
tonsils, and the organism is, in such cases, invariably a streptococcus 
although not necessarily a hemolytic streptococcus. These women might 
have developed a general septicemia after a tooth extraction or ati 
accident, which, like the labour, was the last straw in lowering their 
resistance to an infection which they had already. In the second group of 
cases there is the immediate influence of the labour in devitalizing the 
tissues; the infecting organism may be exogenous and is more virulent 
by reason of the lowered resistance, both general and local, or the 
infecting organisins may be some of the normal flora of the body which 
are opportunists and become infective by virtue of the tissue daimage. 
These are the staphylococcus, the bacillus coli and the non-hzmolytic 
streptococcus. The latter may be introduced from carriers. 

In the first group the course of the disease is similar to that of any 
acute infection. If the resistance is high the patient may recover in a 
week or less; she may struggle on and succumb; she may develop 
sufficient resistance to localize the disease; recovery will then depend 
on the site of localization and the possibility of evacuating an abscess; 
she may struggle on for weeks and end either by succumbing after partial 
localization, or recover by her resistance without localization. 

In these cases individual treatment is nct of any use; various methods 
of treatment may appear to be of value, but the most important factor in 
ticatinent is an attempt to raise the patient’s resistance by good nursing, 
comfort, feeding, daylight and the avoidance of decubitus. When the 
disease has continued for seven to 10 days it is essential to look out for 
localization, and, if it occurs, to treat it according to its nature. Localiza- 
tion may be in the form of multiple abscesses in the uterus requiring 
hysterectomy, cellulitis, abscess, or purulent peritonitis. It may occur in 
some inaccessible part of the body. 

In the second group of cases the local condition is important from 
the outset. The tissue damage may be so great that nothing can be done, 
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The condition is a gangrene. If the gangrenous area could be extirpated, 
leaving a healthy margin, the disease might be cured; this can be done 
occasionally, but very rarely, by hysterectomy. A healthy margin can 
seldom be obtained, as the parametrium is involved, and so the result 
depends upon the patient’s resistance being good enough to hold out 
until local demarcation has taken place. In this group of cases there are 
the infected perineal tears, vaginal tears and prolonged labours followed 
by infection with staphylococci or bacilli coli. Debilitated women who 
develop thrombosis and phlebitis are generally infected by relatively non- 
virulent organisms. In these circumstances localization occurs early or the 
patients recover without. localization; but if the infecting organism is 
a virulent haemolytic streptococcus they make little resistance and die 
rapidly. 

Dr. BETHEL SOLOMONS said that he had gone to the London Congress 
On sepsis, some years ago, to learn about the subject, but he had returned 
without having learnt anything new. The same thing had happened 
to-night, in spite of the President’s excellent paper. It was quite obvious 
that when there were so many forms of treatment, some, or perhaps all, 
were correct, and he believed that there was a cure for all cases if the 
obstetrician was lucky enough to strike the correct one. He believed in 
certain definite facts: 1. That it was wrong to preserve an attitude of 
watchful expectancy because some treatment did good: at the same time, 
treatment known to be harmful should be avoided. 2. The latter consisted 
of intra-uterine douching, digital exploration of the uterus, and curetting. 
3. That there was a definite but small place for hysterectomy, which, if 
not done too soon or too late, would certainly save lives which would 
otherwise be lost : he had given his opinion on this subject in the textbook 
to which his name was attached. 4. Glycerine had a very small part in 
treatment : it was especially useful when there was suppression of the 
lochia. 5. To await definite localizing signs in every case would retard 
progress in knowledge. 

The fact that a patient developed pneumonia did not mean that she 
had not sepsis : pneumonia was often an end result of sepsis. This nullified 
the value of statistics about sepsis, for many cases which were reported 
as deaths from influenza or pneumonia should rank as septic deaths. When 
a patient died of sepsis after Caesarean section it did not necessarily mean 
faulty technique: the patient was often profoundly infected at the time 
of the operation. With regard to forceps—any operation increased the 
risk of sepsis, but it was often unfortunately necessary to apply the forceps 
to save infants’ lives. The lying-in institution was a safer place than the 
private home, but the statistics would necessarily show a_ higher 
incidence of sepsis in the former owing to the difficult cases sent in. 
Vaccines had some use, but the time taken for their preparation was a 
difficulty. 

Dr. D. G. Mapu, said that the report on puerperal sepsis submitted 
to the London Congress showed 247 cases with 87 deaths, i.e., nearly 33 
per cent. Of the 87 patients who died, 19 had been delivered spontaneously 
and 68 had been delivered after active interference. Of the 160 patients 
who recovered, 42 had had normal labours and 118 labours with active 
interference. We can only conclude that there are cases of autogenic 
infection, and that view is supported by the investigations of Fitzgibbon 
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and Bigger. In the London series 60 different methods of treatment were 
used. For the prevention of sepsis it is necessary to do away with 
meddlesome midwifery, unnecessary forceps delivery, and to raise the 
standard of the district nurse, by extending her training and by insisting 
on each nurse taking a short postgraduate course every few years. The 
one advance in active treatment is the cessation of douching and of the 
use of the blunt curette. Exploration of the uterus is only permissible if a 
piece of placenta is known to be retained, or, in certain cases, to take an 
intra-uterine culture. When the disease has set in there is no unanimity 
of opinion on the treatment to be used. Would the Masters and ex-Masters 
of the maternity hospitals state how they would manage (1) a case which 
is in the early stage, or one which is strongly suspected; and (2) a case 
in which the disease is established. When the case is first seen is there 
any treatment which can be recommended for adoption as a routine first 
procedure? In case of sepsis the aim of treatment should be directed more 
towards prophylaxis. A great many cases which were listed in the reports 
of maternity hospitals as normal deliveries did not deserve the term at all, 
because the women had been in labour for a long time and the tissues 
were considerably devitalized, and this trauma of the tissues led to sepsis 
later on, The lines laid down for the treatment of any case of fever seemed 
to him to be the best lines to lay down for the treatment of puerperal sepsis. 

Dr. R. J. Row.etre said there had been very little advance in the 
treatment of puerperal sepsis in the last generation or two, whatever 
advance there might have been in the prophylaxis of the disease. He 
thought, however, that the ideas as to the cause of the disease were now 
a good deal clearer than they were twenty-five years ago. The organism 
most frequently found was the streptococcus heemolyticus, but there were 
some cases of acute sepsis due to the staphylococcus aureus. These cases 
could not be explained as being caused by contamination during the 
investigation. The staphylococcus aureus was not a common organism 
in cultures made from the cireulating blood, Other organisms were fre- 
quently found in the uterus, such as bacillus coli, but he thought it very 
doubtful whether the bacillus coli was ever the cause of an infection. 
He did not think the views which had been put forward as to the presence 
of anzerobes playing an important part in the causation of sepsis had 
ever been substantiated. One practical advance in the treatment of pter- 
peral sepsis was the abolition of douching. Rigors was a_ frequent 
occurrence after douching. This meant that bacteria were being set free 
into the blood stream. He thought the evidence that chemotherapy was 
a suitable method of treatment had very rapidly disappeared, and there 
was every evidence that chemctherapy was injurious. In no condition of 
bacterial infection was there the slightest evidence that antiseptics intro- 
duced into the blood stream had any effect in combating sepsis. In many 
cases he had been impressed by the satisfactory results which had been 
obtained when autogenous vaccines had been given as soon as possible. 
He had seen cases treated by serum in which very remarkable results 
had followed its use, but he thought that this could not be depended on 
with any constancy, and believed that better results were obtained by the 
use of vaccines than by serum, but very good results were obtained by 
combining the use of both these agents. 


Dr, A. P. Barry referred to the difficulty of diagnosing septic cases, 
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and said it was necessary to be absolutely certain that a case was septic, 
because many cases were treated for sepsis which were not septic at all. 

Dr. G. Tierney, referring to the treatment of septic cases by vaccines, 
said he felt that before any advance could be made in this direction it was 
necessary to try to estimate the powers of resistance of the patient’s blood 
to infection. At present no such method was available. In cases of acute 
septic infection the powers of resistance of the patient were so lowered 
that any stimulus, such as vaccine, did net have any good result at all; in 
fact it sometimes made the patient worse. The same thing applied to 
the use of sera. He thought some actual antigen which was not specific 
was required to give better results than any of the methods of treatment 
which were at present available. 

Professor R. E, TorreNnuam said he always used vaccines in septic cases 
and had had very good results following their use, He referred to the 
danger of imperfect isolation in small private hospitals. 

Dr. R. M. Corner referred to two septic cases which he had treated, 
and in which the staphylococcus aureus was grown from the cultures. He 
believed it was possible clinically to recognize this. Many methods of 
treatment had the objection that they hurt the patient very considerably, 
and the pain lasted for a considerable time. He thought that there was 
no treatment which was specific, and that any treatment which was not 
specific and which caused the patient pain was not worth while and 
should be discarded. 

Dr. A. J. Horne, in referring to less meddlesome midwifery, said that 
from the point of view of the prevention of sepsis he thought the curtail- 
ment of vaginal examinations by students and midwives was very 
desirable. 

Dr. D. J. CANNON asked the President what treatment he adopted for 
cases of vaginal discharge in pregnancy, and, if a diagnosis of gonococcal 
infection was made, what treatment should be carried out after the birth 
of the baby. 

Dr. NrNtAn FALKINER mentioned a case he had recently treated in 
hospital. The patient was aged 36. He examined her bimanually three 
days after admission and took a swab from the cervix. The report stated 
that a heemolytic streptococcus was present. He injected glycerine, gave 
serum, and collosol icdine on five successive days. Blood cultures 
proved negative on three successive occasions.  Radiostoleum and 
S.U.P. were given. Later, localization occurred, and an abscess was 
opened. The hemolytic streptococcus viridans was cultured from the 
pus. A vaccine was made. The discharge continued for some time. 
Further injections of S.U.P. were given, and then an autogenous vaccine, 
and a month later the patient was completely well. In this case a long 
time elapsed between the birth of the baby and the onset of sepsis, It 
was interesting, he thought, to note the failure of serum, the apparent 
success of radiostoleum and $.U.P. and the success of the vaccine after 
localization had occurred. He thought that the importance of administer- 
ing serum at once in these cases could not be overstressed, 





